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Abstract 
 
Body Memory in Those who Experienced Loss in Childhood and Adolescence: 
Implications for Dance/Movement Therapy. 
Sara Anne Simpkins 
Sharon Goodill, Ph.D., BC-DMT, NCC, LPC 
 
 
 
 
Continuing bonds with deceased persons is often discussed in grief literature, especially 
in children who are grieving the death of a parent or caregiver. The body is often 
described as important to the experience of grief, but few studies have investigated the 
bodily experience of grief or continuing bonds in children, outside the context of 
pathology. The objective of this phenomenological research study was to describe the 
experience of body memory in those who lost a parent or caregiver in childhood or 
adolescence. With a sample of three participants, the author conducted individual 
interviews that consisted of a movement elicitation process and a verbal interview. 
Analysis of the verbal interviews revealed nine universal themes. Five of these themes 
pertained to the nature of body memory: a sense of reliving the experience; body memory 
being foreign but familiar; the experience of age in body memory; embodying leads to 
understanding; and the immediacy and frequency of body memory. Two themes 
described specific body sensations: a sense of falling; and oscillation between opposing 
states. The remaining two themes connected the body to emotions: the emotional charge 
of body memory moves toward resilience; and the relationship between tension and 
emotion. The author discussed the implications of these themes for future study and for 
the use of dance/movement therapy in grief counseling.  
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1. INTRODUCTION 
 The aim of this study was to understand and describe the experience and 
essence of body memory in those who have experienced grief related to parental or 
caregiver loss in childhood or adolescence. Body memory has been described as the 
“embodied information storage function of the body,” (Pylvänäinen, 2012, p. 289), or 
how the body remembers the past in the present. These memories can be comprised of 
habitual, situational, inter-corporeal, incorporative, traumatic, and pain memory (Fuchs, 
2002). Habitual body memory, for example, can be described as how the musician knows 
where to place his fingers on the piano (Fuchs, 2002). Utilizing open-ended questions in 
one-to-one interviews, up to ten participants will describe their experience of body 
memory in relation to their loss. Interviews will also include movement in a procedure 
known as movement elicitation (Schelly-Hill & Goodill, unpublished manuscript in 
preparation). Understanding the experience of body memory in those who experienced 
loss in adolescence and childhood may provide a more holistic understanding of grief. 
In 2014, approximately 1.8 million children experienced the death of a parent 
before the age of 18 in the United States (Social Security Administration, 2015). 
Attachment theorist John Bowlby (1982) theorized that losing a caregiver can make 
children vulnerable for and more likely to have subsequent adverse experiences 
throughout their lives. Studies have shown that bereaved children experience multiple 
and differing grief reactions, such as depression, anxiety, trauma, lowered self-esteem, 
identity disturbance, and externalizing behaviors (Silverman & Worden, 1992). Many 
studies measured the severity of these differing symptoms and their interactions, viewing 
bodily symptoms as somatization or behavioral problems. 
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While most children and adolescents are able to adapt to loss (Howell et al., 
2015), some children display symptoms of complicated or prolonged grief (Spuji et al., 
2012). Also, the severity of grief symptoms is connected to lowered peer attachments and 
future aspirations (Brent et al., 2012). Studies have also found that somatic symptoms 
such as headaches, stomach aches, and pain (Gils, Janssens, & Rosmalen, 2014; 
Silverman & Worden, 1992); increased stress response (Tyrka, 2008); and self-injury 
(Grenklo, 2013) are related to experiencing bereavement in childhood and adolescence. 
Although the literature tends to focus on theories behind childhood grief and the 
symptoms that grieving children display, two meta-analyses support that grief 
interventions are the most useful for children who display distress or experience 
complicated grief (Currier, Holland, & Neimeyer, 2007; Rosner, Kruse, & Hagl, 2010). 
While many studies have focused on categorizing grief symptoms, some 
qualitative studies interviewed participants to understand the effect on parental death over 
the lifespan. Schultz (2007) interviewed six women who lost their mothers in early or late 
adolescence. The women spoke of noticing their mother’s absence throughout life, 
viewing their mothers as part of themselves, and accepting the death daily. Sports and 
creative endeavors were highlighted as being important outlets for their grief. These 
women also experienced a “split” in their lives between their old and new selves 
(Schultz, 2007, p. 25), which was similar to the theme of continuity or disruption 
following loss that was found in another qualitative study with 33 individuals who had 
lost a parent before the age of 18 (Ellis, Dowrick, & Lloyd-Williams, 2013). Another 
theme found by Ellis et al (2013) was communication; some participants noted having 
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very painful memories and feeling distant when the family had poor communication 
about the grief experience. 
Studies by cognitive theorists have examined memories in adult grief, including 
the ability to recall memories (Maccallum & Bryant, 2008, 2010) and how central the 
memory of grief is in a person’s life (Ritchie, 2014). Other studies have focused on how 
memories are connected to self-concept clarity (Fuentes & Derocher, 2012) and how 
negative beliefs about the self correspond to symptom severity in grief (Boelen & Spuji, 
2008). 
Although these studies did not include the body’s involvement in memories; 
Homann (2010) explained how experiences can become emotionally charged in the body, 
bypass verbal processing, and live in the preconscious. If the experience is traumatic, the 
speech center of the brain called Broca’s Area may not be activated, making it impossible 
to put one’s emotions into words (van der Kolk, 2014). These body memories, or simply 
body memory, which will be used in this study to mean the “embodied information 
storage function of the body,” can be powerful (Pylvänäinen, 2012, p. 289). Hentz’s 
(2002) study of body memory in ten women who had experienced loss at different ages 
displayed the power of body memory. Hentz (2002) found that reflecting on the sense 
and experience of the body in relation to loss helped the participants uncover meaning. 
The women found that they were reliving the bodily experience of grief during the 
anniversaries of their loved ones’ deaths. 
The few studies that have undertaken a more holistic approach have found the 
body to be significant to the experience and understanding of grief. A nursing 
intervention that promoted body awareness in adolescents helped participants understand 
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their bodies’ signals and make connections between body, behavior, and feelings (Bugge 
et al., 2012). Gudmundsdottir (2009) interviewed 15 adult family members who had 
experienced the death of a child regarding their bodily responses. The interviewees 
relayed feeling differently in their bodies after the loss; experiencing pain—headaches, 
stomach aches, and shooting pains; feeling as though they were carrying heavy loads; and 
feeling like their bodies were mutilated. Gudmundsdottir (2009) explained these 
sensations as the body’s suffering, and encouraged clinicians to view some of the body’s 
reaction as a natural reaction rather than maladaptive coping. 
The literature has tended to favor investigating symptoms of grieving children and 
theorizing about the grief reactions. Some qualitative studies have investigated how those 
who lost a parent made meaning of their experiences, and cognitive studies have sought 
to understand how memories operate in normal and complicated grief. A few studies have 
included body-based interventions or studied body memory in grief. No studies that this 
student researcher found, however, have looked at the body memory of those who 
experienced loss during childhood or adolescence. 
This study sought to answer the question, “How do those who were parentally 
bereaved in childhood or adolescence describe their experience of body memory in 
relation to the loss?” The objective of this phenomenological study was to describe the 
essence of the lived experience of body memory in those who were bereaved in 
childhood or adolescence. This study enrolled three participants. Due to the small sample 
size, the study will not be generalizable. Participants were Drexel University students, 
faculty, or staff who were at least 19-years-old. Participants experienced the loss of a 
parent or caregiver between the ages of five and 24. The lower age parameter was in 
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place for two reasons. First, because parental loss before the age of three has been 
correlated with increased symptomology, psychoticism, interpersonal sensitivity, and 
eating disorders (Cerniglia et al., 2014). Second, because study participants were asked to 
recall implicit or conscious memories, and around the age of five, children develop the 
cognitive skills of representation thinking, or understanding the one thing can stand for 
another, which allows them to share their experiences with others (Newman & Newman, 
2014). The upper age limit is the approximate age that late adolescence ends according to 
Erickson’s psychosocial stages of development (Newman & Newman, 2014). At least 
two years had passed since the death occurred to minimize risk. This timing was based on 
studies that found a slight majority of bereaved children resolved their grief within six 
months (Howell et al, 2015) and a large majority after two years (Melhem et al, 2011; 
Stikkelbroek et al, 2015; Worden & Silverman, 1996). Bereavement could not be due to 
homicide or suicide, as the literature indicated that suicide risk progressively increases 
with time for those who lost parents due to suicide (Runeson & Asberg, 2003) and to 
protect the participants from re-traumatization. Participants could not currently be 
pregnant or be diagnosed with any psychiatric disorders. Since movement was included 
in the interview, participants needed to be willing and able to engage in an expressive 
movement activity. Participants also needed to speak and read English fluently. A 
limitation of this study is that participants may have felt discomfort when being audio 
recorded for their interview and they may have felt some unease in sharing their body 
memory surrounding a deeply personal life event with a stranger. 
The data from the verbal interviews was analyzed to derive and describe the 
essence of the experience. The following nine themes were found to describe the essence 
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of the participant’s experience: body memories are foreign but familiar, body memory 
includes a sense of reliving the experience; age is remembered through body memory; 
body memories are immediate and frequent; a sense of falling is an important aspect of 
body memory; the emotional charge of body memories moves toward resilience; the felt 
sense of memories oscillates wildly between opposing states; embodying leads to 
understanding; sadness, pain and anger were experienced as tension, and freedom was 
associated with the release of tension. These themes existed in relation to the individual’s 
former self, the relationship with the deceased and others, a sense of time, and 
consciousness. 
The study was limited by a small number of participants. The study, which aimed 
to describe the experience of loss-related body memory in childhood and adolescence, 
only recruited participants who had experienced the death of a parent or caregiver in 
adolescence. Another limitation was the difficulty participant’s may have had in 
discussing bodily sensations, which is not part of everyday vernacular. Finally, the length 
of the interviews may have been too long for participants and could have reduced 
participant’s focus and ability to respond to interview questions.  
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2. LITERATURE REVIEW 
2.1. Attachment Theory 
Attachment theory, pioneered by John Bowlby (1980), seeks to explain the effects 
the quality of the relationship between a caregiver and child has on the development of 
psychopathy and personality. This theory identifies attachment behavior as any behaviors 
that help one become closer to someone else who copes with the world more effectively. 
One’s first attachment figure is the primary caregiver. This figure provides a sense of 
safety for the child; the need for an attachment figure is fundamental.  
Bowlby’s (1980) theory and research had implications for the experience of loss 
and mourning in childhood. Recording the responses of babies when they were separated 
from their mothers, Bowlby identified different reactions and connected them to the 
quality of the bond between the mother and child. Throughout the first half of the 
twentieth century, early psychoanalysts questioned whether or not children were able to 
experience grief (Bowlby, 1960). Bowlby used the different separation responses in 
children to explain their different grief reactions. Bowlby also theorized that the loss of a 
caregiver, whether due to death or separation, made children more vulnerable for adverse 
experiences and increased the likelihood of such adverse events occurring.  
2.1.1. Attachment Styles 
After researching infants’ responses to being without their primary caregivers, 
attachment theorists identified four different general attachment styles: secure 
attachment, anxious-avoidant attachment, anxious-resistant attachment, and disorganized 
attachment (Newman & Newman, 2014). A securely attached infant seeks comfort from 
the primary caregiver in times of distress, generally cries less, and actively seeks 
interaction from the primary caregiver after being separated. The anxious-avoidant infant 
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distances him or herself from the caregivers after being separated, shows less distress 
when left alone, yet cries more in general. When reunited with a caregiver, the anxious-
resistant infant longs for contact, but also appears angry with the caregiver and is difficult 
to comfort. Finally, an infant with disorganized attachment does not react to stressors in a 
consistent way; instead he or she displays contradictory or extreme emotions.  
These attachment styles are theorized to result from how caregivers respond to 
infants’ needs. Securely attached infants have caregivers on which they can rely to meet 
their needs, while caregivers of anxious-avoidant infants may ignore or resist the babies’ 
needs. Caregiver of anxious-resistant infants respond to the babies’ needs inconsistently. 
Caregivers of disorganized infants may be very hostile toward the babies or very passive 
and fearful. The quality of the attachment not only affects an individual’s response to 
separation, but it has been theorized to have implications to adapting to the grief 
experienced after a parent or caregiver dies.  
2.1.2. Continuing Bonds in Attachment Theory 
Continuing bonds is a concept that derived from attachment theory and maintains 
that in the context of loss through death, retaining an attachment bond, rather than 
relinquishing the bond to the deceased can be adaptive in adjusting to the loss (Neimeyer, 
Baldwin, & Gillies, 2006; Root & Exline, 2014; Stroebe, Schut, & Boerner, 2009; Wood, 
Byram, Gosling, & Stokes, 2012). Neimeyer and colleagues (2006) evaluated the 
connection between meaning-making and continuing bonds in their study with 506 adult 
participants who were recruited from undergraduate psychology courses. The 
participants, with a mean age of 21 years, had experienced death within two years of the 
study. Most of the participants had experienced the death of a friend (27.7%); aunts, 
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uncles, or cousins (21.7%); and grandparents (20.8%), but the study also included the 
death of other relatives (6.5%), parents (5%), siblings (2%), spouses (.8%), and children 
(.4%), Taking place at the University of Memphis, 57.9% of the sample was Caucasian, 
36.9% African American, and 5% were another ethnicity. Participants were asked 
questions regarding if, and to what extent, the deceased was still a part of their lives, as 
well as questions regarding the meaning of the loss and how they made sense of the loss. 
The study found that strong continuing bonds, when coupled with low-levels of meaning-
making, indicated complicated grief. When strong bonds were accompanied by high 
levels of meaning-making, there was no association with complicated grief symptoms. 
The authors stated that meaning-making and continuing bonds were reliable indicators of 
predicting distress. The authors stated that this finding could point to the importance of 
using narrative interventions to promote meaning-making about experiencing a loss. 
While the study did not include a large number of participants who had 
experienced the death of a parent, the study found that the amount of prior contact with 
the deceased was a significant predictor of traumatic distress after the loss since children 
spend lots of time with their primary caregiver, this study remains important. Other 
significant factors that predicted traumatic impact were the number of months since the 
death and prior counseling. Being African American also emerged as predicting greater 
distress than being Caucasian. Since most bereavement studies include a majority of 
Caucasian participants, this finding indicates an important area for further research. The 
finding could also point to the different in the life experience of an oppressed population 
who may experience more life stressors and fewer resources.  
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Focusing on children who experienced the suicide of a parent, Wood et al. (2012) 
conducted a qualitative study about continuing bonds. The ten children in the study were 
aged 8 to 15 years old and had experienced the death one to four years prior to the study. 
The study had equal numbers of boys and girls, and eight of the children were White 
British. The other two children had a mixed ethnicity, although no more details were 
given. The study resulted in three themes: thinking about the deceased, different coping 
strategies, and ongoing connections. The children’s thoughts about the deceased ranged 
from positive to difficult. Some of the children’s difficult memories were based on 
witnessing the suicide and some were about feeling as though they had somehow caused 
the parent to commit suicide. Even when the children experienced positive memories, 
difficult feelings often followed the happy memories.  
The children’s different coping strategies included remembering both good and 
difficult memories. Some children mentioned that the difficult feelings and memories 
prompted them to make sense of the suicide. All of the children mentioned that they 
wanted to focus on positive memories of the deceased and indicated wanting to have 
control over these feelings. Another coping strategy was viewing the suicide as the result 
of an illness, which helped some the children to place less blame and anger on the 
deceased. The children did continue bonds with the deceased, and most of them sought to 
continue bonds. The majority of participants had a continuing dialogue with the deceased. 
Nine of the ten children felt that the deceased maintained an external presence, such as a 
spirit. Some bonds were more positive or adaptive than others.  
While Wood et al. (2012) studied continuing bonds in children, Root and Exline 
(2014) analyzed how such studies could be improved upon. The authors called for more 
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exploration into how contextual aspects affected continuing bonds. Certain aspects, such 
as the nature of the relationship before death and how the surviving person views his or 
her continuing bond with the deceased, were asked to be given more importance in 
research. The authors also pointed out that a person’s beliefs about an afterlife could 
greatly affect the perception of a continuing bond. 
The area of continuing bonds has implications for this study. Is the quality of 
one’s attachment felt in the body? Since, as babies, attachment styles are visible in the 
body, the body memory of an attachment could include a felt sense. How the continuing 
bond to the deceased is felt in the body could be connected to the adaptation to the loss.  
2.2. Childhood Developmental Theory 
Erik Erikson divided the task of childhood by age (Newman & Newman, 2014). 
In early school age, or aged 4 to 6, children work through the psychosocial crisis of 
initiative versus guilt. Children who gain feelings of initiative feel the ability to complete 
tasks for themselves and feel compelled to continue to attempt new challenges. If a child 
completes this stage with feelings of guilt, then more doubt will be present when trying to 
complete tasks and s/he may become overly dependent on others. Other developmental 
tasks include gender identification, moral development, and the development of the self. 
Children of this age tend to admire their parents and internalize their values; their 
parent’s ideas surrounding gender and morals are internalized. In developing the self, 
children acquire self-control, self-esteem, and their identity. Interactions, beginning in 
infancy, inform this development.   
Children aged 6 to 12 are in middle childhood (Newman & Newman, 2014). They 
work on developing a sense of industry versus a sense of inferiority and are tasked with 
12 
 
self-evaluation, making friends, and developing concrete operational skills. Feelings of 
inferiority or of industry are the result of receiving feedback from important people in 
their lives such as parents, teachers, and friends. Children who receive positive feedback 
for their accomplishments will have a feeling of industry, while children who are not 
commended for their successes will have more self-doubt and feel inferior.  
Children’s understanding of death are affected by their cognitive level, which can 
be understood through Piaget’s theory of cognitive development (Ayyash-Abdo, 2001; 
Newman & Newman, 2014). During the preoperational phase when children are aged two 
to five, semiotic thinking and representational skills develop (Newman & Newman, 
2014). Semiotic thinking is the understanding of symbols, or that one item can represent 
something else, whether another item or idea. Representational skills allow children to 
communicate with others about their experiences. Children in this stage view death as 
being reversible (Ayyash-Abdo, 2001). While children understand that they are separated 
from the deceased, they believe this is temporary and that the person could come back.  
When children move into the stage of concrete operational thought around age six 
or seven, they are beginning to apply logical rules to their thinking (Newman & Newman, 
2014). Now children may understand that death is irreversible, but they may not 
understand that it can happen to them (Ayyash-Abdo, 2001). Or, if children do 
understand that death is universal, they may not fully understand cause and effect (Christ, 
Siegel, & Christ, 2002). This can lead to children blaming themselves for the death and 
feeling guilty. The understanding that death is both irreversible and universal develops 
around the age of nine, as children are more fully able to use concrete operational 
thinking (Ayyash-Abdo, 2001). Children are now able to understand cause and effect 
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more fully (Christ, Siegel, & Christ, 2002). Children’s understanding of death differs 
individually and can also be affected by culture and religious beliefs.  
2.2.1. Adolescent Developmental Theory 
Early adolescence takes place from ages 12 to 18, when according to Erickson, 
adolescents are tasked with developing group identity versus alienation. Belonging to a 
social group becomes important in adolescence; acceptance into a social group indicates 
that he or she is socially competent and connected to the world (Newman & Newman, 
2014). Adolescents tend to feel more diverse sets of emotions and to feel them more 
intensely. While emotions are more intense in adolescence, formal operational thought 
begins to develop. Adolescents can use abstract thinking to help them solve problems in 
more complex ways. Adolescents can also understand hypotheses or the possibility of 
different scenarios. 
If early adolescents do not form meaningful connections with a group, they may 
feel alienated. These feelings of isolation may affect adolescents’ ability to form social 
relationships throughout their lives. Alienation can occur with friends, but can also occur 
within the adolescent’s family. Adolescents, while interested in gaining independence 
from their families, still depend on close familial connections to support them 
emotionally.  
Other important developments in early adolescence include maturing physically 
and forming sexual and romantic relationships. Physical maturation can include feeling 
body dissatisfaction or pride, which depends in part to the culture of the adolescent. 
These biological changes impact the development of sexual behavior and romantic 
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relationships. Dating and sexual activity is common in adolescence, although practices 
vary based on community and peer group.  
Later adolescence, taking place from ages 18 to 24, focuses on establishing an 
individual identity versus identity confusion (Newman & Newman, 2014). While 
adolescence is traditionally thought to end at the age of 18, this category developed from 
adolescents remaining postponing marriage until later ages. Later adolescents can include 
leaving the home, staying home, or a combination of the two. Regardless of the location 
of the individual, those who create an individual identity are able to weave together 
various beliefs and personas into a unified image that enables positive growth and 
change. Identify confusion results when an individual cannot find a unified image; 
personal value systems may be in conflict or a lack of confidence can create this problem.  
Those in later adolescence are working on developing gender identity, an 
internalized morality, and autonomy from their parents. This time period often involves 
going away to college, in which case gaining autonomy from parents is aided by physical 
distance. This change in autonomy, however, can also take place if the child stays at 
home, and may be experienced through more independence in the household. In both 
cases, the internal representation of one’s parents is revised, and many adolescents feel 
more positively about their parents. As adolescents remain single until later in life, the 
relationship with one’s parents tends to be the child’s primary emotional attachment 
throughout later adolescence.  
Children and adolescents have differing capabilities at different ages. Children’s 
verbal capacity and ability to reason deepens with age. The role of parents and friends 
shifts throughout different life stages. Using a developmental lens, the different effects of 
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experiencing parental loss at different ages becomes apparent. Before exploring 
connections between development and grief, more background and theory on grief in 
childhood will be presented.    
2.3. Grief and Childhood Bereavement 
Freud (1966) brought the mourning process into the psychological realm in 1917 
with his discussion of the difference between mourning and depression (which he called 
melancholia). Theorists then began attempting to categorize the grief experience and 
decide whether or not it is pathological (Archer, 2003; Worden, 2008). An influential 
study by Lindemann (1944) described the symptomology of grief from interviewing 101 
people who had lost family members when a nightclub burned down. Lindemann’s five 
patterns found in acute grief are as follows: 
1. Somatic Distress 
2. Preoccupation with the image of the deceased 
3. Guilt 
4. Hostile reactions 
5. Loss of patterns of conduct 
While most of these patterns are self-explanatory, the sixth item is a loss or 
disruption of one’s normal patterns in daily living. The study was not methodically sound 
due to a lack in recording details of the number, length, and timing of interviews, among 
other reasons. The study, however, impacted the directions of future studies, and 
researchers note that these patterns are visible when working with grieving individual’s 
today (Worden, 2008). Of particular interest to this study, is the inclusion of somatic 
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distress. This early study found the bodily experience of grief to be an important aspect to 
grief experience.  
The conversation surrounding the medicalization of grief was furthered in 1961 
when Engel published a paper entitled, “Is Grief a Disease? A challenge for medical 
research.” Researchers and theorists have used this paper in different ways: to justify 
viewing grief as a disease, to better understand the nature of grief, and to challenge 
medical science (Stroebe, 2015). In the paper, Engel likens experiencing the death of a 
loved one with experiencing physiological trauma, and discusses the need to consider 
external factors on the grief experience. Engel also acknowledges a distinction between 
grief and mourning, which is sometimes convoluted in the literature. Just as Engel 
differentiated between grief and mourning, so will this paper.   
Grief is defined as the personal reaction to the death of a loved one. Grief will be 
further delineated into two types: healthy and complicated or prolonged. The construct of 
healthy grief is the experience of grief in those who do not require clinical assistance. 
Complicated or prolonged grief is when normal grief symptoms are more severe or last 
for a prolonged period of time, which then requires outside assistance. Mourning, 
although often used interchangeably with grief, is defined as the process through which 
one adapts to loss. Bereavement explains that one came to grieve due to the death of 
another person. Parental bereavement is the specific focus of this paper, and the term 
parental is used broadly and includes primary or secondary caregivers, regardless of the 
biological tie to the child.  
Theories made about the construct of grief led to more studies of the experience 
and symptomology of grief, which were first conducted in adult populations. Theorists 
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such as Bowlby (1980) hypothesized about how the loss of a parent in childhood led to 
adverse experiences later in life, such as mental illness. Research on parental 
bereavement in childhood, however, was difficult to conduct due to small sample sizes 
and high attrition rates. Before describing the current research on childhood bereavement, 
general theories of grief and mourning will be discussed.  
2.3.1. Theories of Grief and Mourning 
Theories about grief and the mourning process began with Freud’s idea of 
detachment where the process of mourning was to overcome and resolve one’s 
attachment to the deceased. As previously described in section 2.1 on Attachment 
Theory, Bowlby’s (1980) views on attachment contradicted Freud’s views of detachment. 
Bowlby created a model of understanding the mourning process, which included four 
linear phases (Smit, 2015; Worden, 2008). The first phase centered on feelings of 
numbness, while the second phase consists of yearning for the deceased person and 
experiencing feelings of anger. The third phase is characterized by feelings of despair and 
difficultly in functioning. In the final phase, one becomes organized again and regains the 
ability to function. Different phase models have been introduced, although their linear 
arranged is criticized as being too simplistic. Bowlby’s description of experiencing 
different intense emotions may have a bodily component.   
Perhaps the most well-known model of mourning is the five-stage model 
purposed by Kubler-Ross (1969). Criticized for its linear simplicity, this model begins 
with denial and progresses through the stages of anger, bargaining, depression and 
acceptance. While Kubler-Ross created the model when working with terminally-ill 
patients who were dying, the model was appropriated by grief counselors (Smit, 2015). 
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As in Bowlby’s (1980) model, Kubler-Ross (1969) described intense emotions. These 
intense emotions, if felt in the body, could possibly be an aspect of body memory. In 
response to these linear and more simplistic models, theorists created many other models 
to meet the diverse models of clientele, some of which are specifically tailored to 
children.  
2.3.1.1. Task-driven models 
 While the stage and phase models of grief present a process, it is an inactive one 
(Smit, 2015). Task-driven models present individuals with tasks that need to be 
accomplished to adapt to grief and can be considered active. One model created 
specifically for children consists of four tasks (Worden, 1996). First, the child needs to 
“accept the reality of the loss” (p. 13). Next, a variety of emotions, which can be painful, 
need to be experienced. The next task is to “adjust to an environment in which the 
deceased is missing,” and the final task is “to relocate the dead person within one’s life 
and find ways to memorialize the person.” Worden (1996) notes that these tasks will be 
worked through in a unique way by each child. As one of the only models specifically 
geared toward children, these tasks may be visible in the embodied remembering of the 
loss experience.  
2.3.1.2. Continuing bonds theory 
Stroebe et al. (2009) considered multiple intrapersonal factors and theories to 
create new model for predicting whether continuing bonds will be adaptive or 
maladaptive. These researchers connected a person’s attachment style to the course of, 
quality of, and cognitions in his or her grief. The authors theorize that the internal 
representations of the deceased differ based on attachment style, with some relationships 
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changing over time and other relationships staying the same. The authors encouraged the 
use of an integrated model to see how continuing bonds could be adaptive or maladaptive 
based on one’s attachment style.  
2.3.1.3. Meaning reconstruction 
Stemming from the domain of constructivism, in which every person has their 
own reality, the process of meaning reconstruction is individual (Neimeyer, 2001). 
Meaning reconstruction can be used in tandem with other theories of grief. Rather than 
focusing on the symptoms of grief, meaning reconstruction focuses on the individual. 
Coping with grief is a process that focuses on an individual’s narratives or how they 
make meaning of the bereavement. 
2.3.1.4. Dual process model 
Cognitive Stress Theory is at the base of the Dual Process Model (DPM) of 
coping with bereavement (Stroebe & Schut, 2010). Four key areas of DPM are informed 
by Cognitive Stress Theory, namely stressors, appraisal of the problems, ways of coping, 
and outcome variables. In DPM, stressors are divided into two areas: loss-oriented and 
restoration-oriented. Loss-oriented stressors are the result of focusing on the loss 
experience, while restoration-oriented stressors is the focus on the consequences of the 
bereavement and re-planning aspects of life. The coping process shifts back and forth 
between these two stressor categories, and sometimes one category is confronted or 
avoided. Within each type of stressor there can be positive meaning or negative meaning 
reconstruction that takes places. This model was created to be more nuanced and take 
into account other, non-western views of grief and coping with grief. This model was 
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originally conceptualized for adults coping with bereavement, but other theorists have 
found merit for childhood bereavement, as well (Oltjenbruns, 2001).  
2.3.1.5. Developmental models and regrief in children 
Children have different cognitive, emotional, and social resources at different 
ages. The depth with which children can process grief is influenced by their 
developmental level (Biank & Werner-Lin, 2011; Crenshaw, 2007; Oltjenbruns, 2001). 
When children complete a new developmental stage, they can perceive their loss in 
different ways and the loss may take on different meanings. This experience is called the 
“regrief” phenomena (Oltjenbruns, 2001). Childhood grief is not viewed as being a 
different phenomenon then adult grief, but it varies due to the child’s developmental 
capabilities. Because children depend on their parents throughout their development, the 
effect the loss has on the surviving parent can also affect the child by making that parent 
less available, whether emotionally, cognitively, or physically. 
. Crenshaw (2007) described a case where a four-year-old boy lost his mother and 
didn’t appear to react to his loss. As he grew older, however, he was compelled to revisit 
his loss using different resources as he developed them. For example, at the age of 10, 
Michael was able to express that he wished he had known his mother better, and, at the 
age of 16, he was able to feel more sorrow and rage at her death.  
The developmental framework of grief explains that grief is not resolved at a 
certain developmental stage (Biank & Werner-Lin, 2011). Instead, every developmental 
stage allows the grief to be reworked with a new toolset. This reformulation includes 
understanding the general concept of death differently, “their parent’s death more 
specifically,” and they glean new meaning that the loss has on in their own life (Biank & 
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Werner-Lin, 2011, p. 277). While developmental frameworks discuss how the different 
cognitive and emotional capacities informs the experience of grief, the body’s role in this 
understanding is not discussed.   
2.3.2 Summary 
 While Lindemann’s (1944) early study of acute grief describes somatic distress, 
theories of grief and mourning do not typically focus on the body’s response. Early stage 
and phase models (Bowlby, 1980; Kubler-Ross, 1969), as well as developmental 
frameworks (Biank & Werner-Lin, 2011; Crenshaw, 2007; Oltjenbruns, 2001) describe 
intense emotions, which could have a bodily-felt aspect. Other models and theories, while 
not specifying the body’s experience, may be visible through one’s body memory of 
acute grief.   
2.4. Types of Grief 
Grief is a normal reaction to loss, and healthy grief is the typical experience of 
grief. Healthy grief reactions lessen with time and do not require clinical help. A typical 
experience is not easy to describe since grief varies widely for each individual. In 
parentally bereaved children, the experience of healthy grief includes a range of 
emotions, behaviors, and ways of connecting to the decease. The experience of healthy 
grief can effect a child’s school performance; and the role of the caregiver, rituals after 
the death, and ideas of spirituality are all a part of grief.  
Outside of healthy grief is a grief reaction that requires clinical attention. This 
area also includes connections between psychopathy and experiencing childhood 
bereavement. Studies have sought to uncover connections between different aspects of 
the bereavement, such as the age of the child when the death occurred and the cause of 
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death, and the need to clinical treatment. Rather than focusing on developing 
psychopathology, researchers began to investigate a particular type of grief called 
complicated grief or prolonged grief.  In complicated or prolonged grief, the typical grief 
experience is heightened to a point where one’s functioning is impaired or acute grief 
symptoms last for a prolonged period of time.  
2.4.1. Healthy Grief 
The literature on healthy grief includes different interpretations of what healthy 
grief, as well as the inclusion of different clinical populations. Some researchers studied 
non-clinical populations of children, or children who did not receive clinical treatment for 
grief (Silverman, Nickman, & Worden, 1992; Worden & Silverman, 1996; Silverman & 
Worden, 1992). Other researchers have described healthy grief as being resilient and not 
having clinical level of psychiatric problems (Howell, Shapiro, Layne, and Kaplow, 
2015; Lin and colleagues, 2004).  
The Child Bereavement Study was a longitudinal study that evaluated 125 
children from 70 families within the greater Boston area four months after the death of a 
parent (Silverman & Worden, 1992), one year after the death (Silverman, Nickman, & 
Worden, 1992), and two years after the death (Worden & Silverman, 1996). The children 
were aged 6 to 17 years, and the study sought to understand their mourning experience. 
The majority of the children (74%) had lost their father, and most families (70%) were 
catholic. For most children, the death was expected (57.6%) and from natural causes 
(88.6%).  Researchers obtained data using interviews and a battery of assessments which 
looked at the children’s behaviors, self-perception in different areas, and the amount of 
control they felt they had over their lives. 
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The first study conducted at four months after the death aimed to understand 
immediate grief reactions in children who experienced parental bereavement (Silverman 
& Worden, 1992). The family interviews revealed that the children felt sad or confused 
(44%) after hearing of the death and 91% cried the first day. Many experienced somatic 
symptoms, such as headaches (74%), most had some form of illness (61%), some had 
trouble sleeping (30%), and fewer (19%) had difficulty concentrating in school. After 
four months, 62% of the children had stopped crying regularly. Few children had 
behavior difficulties (17%), but those with the most difficulty had the lowest peer 
support, felt they had less control over their lives, and had lower self-esteem. Most 
children spoke to their deceased parent (57%) and 81% felt they were being watched by 
the deceased. The interviewer noted that keeping the deceased parent in their lives was 
very important.  
To further investigate the children’s connection to their deceased parent, 
Silverman, Nickman, and Worden (1992) used data from the first interview from the 
Child Bereavement Study, which took place four months after the death, and conducted 
the second interview, which occurred one-year after the death. The authors found that the 
children, who were aged 6-17, understood the finality of death. Many children, however, 
remarked that speaking or thinking about the death was very painful. The children 
seemed to understand that their parents were gone, irreversibly, but that it was extremely 
hard to talk about. Even though this aspect was difficult to talk about, the children tried to 
stay connected the deceased parent.  
The ways in which the children stayed connected to their deceased parents were 
categorized into the following areas: locating, experiencing, reaching out to, 
24 
 
remembering, and keeping possessions of the deceased (Silverman, Nickman, & Worden, 
1992). Most children (74%) described their deceased parent as being in heaven, or a 
heaven-like place, regardless of their religion. Many children also thought the dead could 
still hear, see, think, and feel in heaven, although some specified whether or not they still 
had a body. Most of children thought that their parent were watching them from heaven, 
and many (56%) dreamed of their parents. Others believed their parents were 
communicating with them as spirits. For example, one adolescent girl believed that when 
the wind blew open the door of the restaurant in which they both worked, it was her 
mother. The children also reached out to their deceased parent by visiting their grave and 
speaking to them. Remembering the parent often, especially good memories, was 
reported by the children. Most of the children (77%) kept an object of their parent’s. For 
some children, they were more able to connect to their deceased parent at the second 
interview (one-year after the loss), than the first (four months after the loss). Silverman, 
Nickman, and Worden (1992) found that maintaining a connection to their deceased 
parent was important, and that allowing the relationship with the deceased parent to 
continue was beneficial to the children.  
Worden and Silverman (1996) published their findings from the full longitudinal 
study, which included assessments within four months of the death and at the first and 
second year anniversaries. The children who experienced bereavement were also matched 
with control group for this study only. The control group was composed of children who 
had not experienced bereavement and they were interviewed at the first and second year 
anniversary of the loss experienced by the grieving children. The authors found that some 
school-aged children who were parentally bereaved had a serious problem one year after 
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the death (19%) and two-years after the death (21%). Children showed high level of 
anxiety related to their own safety (22%) and the safety of the surviving parent (50%). 
One year after the death, bereaved children viewed themselves as performing worse than 
their peers socially and being less well-behaved. After two years, the bereaved had 
significantly lower scores of on overall self-worth than their peers. The bereaved also felt 
that they had less control over their environment two years after the death than the 
control group.   
Instead of looking at the typical experience of grief in children, some researchers 
were interested in the differences in children who develop a mental illness versus those 
who do not in response to experiencing the death of a parent. Lin and colleagues (2004) 
conducted a study to delineate what factors contributed to a child’s resiliency following 
parental death versus developing a mental illness. Their sample consisted of 179 children 
between the ages of 8 and 16, as well as their surviving caregiver. Of the children, 54.2% 
were boys, and most (65.5%) has lost their fathers. The deaths occurred approximately 
10.4 months before the study on average, but varied between three and 29 months. The 
causes of death were mainly illness (66%), followed by accident (20%), and homicide or 
suicide (14%).  
Lin et al.’s (2004) study collected data from the children, surviving caregiver, and 
teachers on the internalizing and externalizing behaviors of the children. Children who 
were below the clinical level on all reports were deemed resilient, and their data about 
their environment, caregiver, and internal resources were compared to that of the children 
with clinical levels on any report. Higher levels of surviving caregiver warmth and 
consistent discipline were connected with higher resiliency in children. Caregivers with 
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more resilient children also had fewer mental health problems themselves. Children who 
appraised events as less threatening and felt they had better coping skills were more 
resilient.  
 Intended to build on Lin et al.’s (2004) study, Howell, Shapiro, Layne, and 
Kaplow (2015) interviewed 56 children between the ages of 7 and 13. Again looking at 
differences between resilient children versus those with clinical levels of psychiatric 
difficulties, the authors included measures of spirituality, religiosity, and caregiver 
coping style. The death had occurred within six months of the study, and most of the 
families (82%) had a surviving female caregiver.  The majority of the children (57%), fell 
into the resilient or adaptive range and did not have clinically significant levels of post-
traumatic stress, depression, anxiety, internalizing or externalizing symptoms. Since 57% 
of youth were able to adapt to their loss, the authors concluded that treatment was not 
warranted for all bereaved children, only for those who displayed maladaptive 
functioning. The maladaptive group showed higher levels of avoidant coping and lower 
levels of coping efficacy. Higher levels of spiritual beliefs, religious preference, and 
attending religious services were connected with the adaptive group. Significant 
differences in caregiver support were observed in levels of empathy, support, and positive 
reinforcement, with the adaptive group showing higher levels of each.  
The studies evaluating healthy grief have measured many different aspects of the 
experience. Within the acute stages of grief, somatic symptoms were prevalent in one 
study (Silverman & Worden, 1992). Another study found that children who are grieving 
value their positive memories of their parents (Silverman, Nickman, & Worden, 1992). 
Other studies found that the surviving caregiver was important in the child’s adaption to 
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grief (Howell et al., 2015; Lin et al., 2004). These studies show that the body, memories, 
and the surviving parent are all important aspects of a typical grieving process in 
children.  
2.4.1.1. Rituals and Grief 
Family rituals surrounding the death of a parent can vary depending on the 
family’s religion and culture, yet in the United States the ritual of attending the 
deceased’s funeral has been seen as helpful to the bereaved child. Worden (1996) wrote 
about the Child Bereavement study in great detail which was previously discussed. This 
longitudinal study evaluated 125 children from 70 families within the greater Boston area 
four months after the death of a parent (Silverman & Worden, 1992), one year after the 
death (Silverman, Nickman, & Worden, 1992), and two years after the death (Worden & 
Silverman, 1996). In his book, Worden (1996) stated that attending the funeral can help 
acknowledge the death, honor the deceased, and provide social support to the surviving 
child. In the study by Silverman and Worden (1992), a large majority of the children 
(95%) attended the funeral. When interviewed, many children felt the participating in the 
funeral was helpful and made them feel useful (Worden, 1996).  
Fristad, Cerel, Goldman, Weller, & Weller (2001) focused solely on the effect of 
participating in rituals for parentally bereaved children. The researchers recorded 
children’s participation in and reactions to three events: the visitation, funeral, and the 
burial. Of the 318 children between the ages of 5 and 17, nearly all of them attended all 
of the events. The children reported that different aspects of the rituals were comforting 
and that the support of others was very beneficial. When a death was unanticipated, 
parents reported that their child displayed more internalizing or externalizing behaviors at 
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the events. The authors also found that in the families who did not have a visitation 
(11%), the children were more likely to exhibit symptoms of depression, anxiety, 
behavior, or moods after one year, and the children had more post-traumatic stress 
symptoms after two years compared to those whose families held a visitation.  
Both studies indicated that rituals surrounding death were comforting experiences 
that aided in the grieving process. Because a large majority of families had rituals their 
children participated in, it was difficult to compare the effect of the children choosing to 
participate in rituals and non-participation. One comparison of families that did or did not 
have a visitation indicated that not having the event was connected with increased 
symptomology both one and two years post-death (Fristad et al., 2001).   
Studies on participation in rituals did not specifically pertain to the body. The 
studies were also focused on Western funeral practices, and study participants’ practices 
did not vary greatly (Fristad et al., 2001; Worden, 1996). Few studies have purported to 
study this aspect of bereavement in children. Mourning processes and experiences of 
grief can vary greatly between cultures (Laungani & Young, 2003), and some include 
body-based practices, such as mourning dances (Akunna, 2015). The research done thus 
far on the importance of rituals in children of different backgrounds is lacking.  
2.4.1.2. Grief and School 
The connections between school performance and parental bereavement have 
been inconsistent throughout the literature. Silverman and Worden (1992) found that 22% 
of children perceived their schoolwork as worsening after the death of their parent, while 
18% believed they had improved in their schoolwork following the death. Children who 
felt they had no problem at school following the loss, also had strong scores on the 
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Nowocko-Strickland Locus of Control Scale, which measured how much control the 
child felt s/he had on their environment. A majority of the children (71%) thought they 
were able to cope with the loss at school. Another study, however, compared academic 
test results of bereaved and non-bereaved children (Abdelnoor & Hollins, 2004). On 
average, the parentally bereaved children scored half of a grade lower than their non-
bereaved counterparts. A major limitation of this finding is that the children were not 
matched for cognitive ability, so the half grade difference may not be due to experiencing 
the death of a parent.  
In adolescents, school competence was not found to vary significantly between 
bereaved adolescents (n=126) and those in the non-bereaved control group (n=116) over 
a five-year period (Brent, Melhelm, Masten, Porta, & Payne, 2012). Differences between 
the two groups were found in a few related areas, namely being less successful at work 
(d=.42), having less developed career plans (d=.5), having lower peer attachments 
(d=.39), and having fewer education aspirations (d=.29).  
The few studies on the experience in school for children who are grieving do not 
support one another. Children, however, spend many hours at school while experiencing 
grief. Their experiences in this setting could have implications for how they experience 
grief, including on the bodily level. The study by Brent et al. (2012) may indicate that 
school experience is relation to grief is especially important in adolescence, a time when 
peer groups are significant (Newman & Newman, 2014).  
2.4.2. Grief and Psychopathology 
While some researchers have focused on the characteristics of healthy or adaptive 
grief, others have looked at connections between grief and psychopathology. In an 3-year 
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longitudinal study of 100 Italian adolescents, aged 11 to 13 at baseline, who lost a parent 
during childhood, Cerniglia, Cimino, Ballarotto, and Monniello (2014) found connections 
between the age at which the death occurred and the child’s psychological functioning. In 
adolescents who had lost a parent between the ages of 0 and three years old, significant 
increases were found in the areas of bulimia, paranoid ideation, psychoticism, and 
interpersonal sensitivity. The authors concluded that the earlier the parental death occurs, 
the more severe and persistent the psychopathology.  
A study by Coffino (2009) also found a relationship between the age that loss 
occurred and psychological functioning, specifically depression. This prospective 
longitudinal study included a community sample of 164 children who were born beneath 
the poverty line in Minneapolis. The study began when the children were in utero; 
mothers were recruited from a clinic and entered the study in their third trimester of 
pregnancy. At birth, the children were Caucasian (58%), African American (14%), mixed 
race (16%), Native American or Latino (3%), or unknown (9%). At 26-years-old, those 
percentages had changed to 67% Caucasian, 10% African American, 18% mixed race, 
2% Native American or Latino, and 3% had missing data. The sample included children 
who had experienced separation from their parents; only 17 children experienced parental 
death. This study began when the children were in utero and the data were collected until 
the children were 26-years-old. To find relationships between depressive symptoms at the 
age of 26 and experiences of loss, Coffino rated the severity of loss based of factors such 
as length of separation, role of the lost parental figure, the circumstances of the loss, and 
the caregiving provided during the loss. The study found that the severity of loss was 
positively related to depressive symptoms in adulthood if the loss occurred when the 
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child was between the age of 5 and second grade. The study also showed that maternal 
stress was related to parental loss, and the quality of caregiving and gender of the child 
had no effect. While this study did find a relationship between loss and depressive 
symptoms, the number of children who experienced parental death was very small, so the 
findings may not be applicable specifically to death. Despite the low number of children 
who experienced parental death, the study in unique in its inclusion of those under the 
poverty line in an urban setting. The quality of caregiving is also important, and the 
attachment between the surviving caregiver could have implications for one’s body 
memory.  
Two other studies explored the incidence of depression in those who were 
parentally bereaved. Hamdan, Melhem, Porta, Payne, and Brent (2012) evaluated the 
experience of depression in children who were bereaved compared with children who had 
not experienced bereavement. The sample included 42 parentally bereaved children who 
experienced depression within two months of the death, 30 children whose depression 
began at least 12 months following the death, and 30 children who had depression but 
were not bereaved. The study followed the children for 5 years to understand the severity, 
frequency, and course of their depression. Hamdan and her colleagues (2012) found that 
the experience of depression with similar across all groups when considering different 
symptoms, severity, the degree of impairment, and course. One exception was a feeling 
of worthlessness. Those who experienced depression within two months of the death 
were less likely to experience feelings of worthlessness, but their caregivers had higher 
rates of depression and post-traumatic stress disorder. The authors concluded that 
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depression which results from bereavement is similar to depression that does not stem 
from bereavement and should be treated in the same way.  
McLeod (1991) was interested in the relationship between experiencing parental 
death or divorce before the age of 16 and having depression in adulthood within married 
couples. In the sample, 157 participants were parentally bereaved and 171 had 
experienced parental divorce. McLeod included only married couples in the study and 
examined the quality of the relationship. All of the couples in the study were white, 
which limits the applicability of this study. The study found there was little relationship 
between parental loss in childhood and adult depression. Females who were parentally 
bereaved in children were significantly more likely to have depressed mood, but no 
significant connection was found for depression. Additionally, no relationship was found 
between experiencing parental bereavement in children and having depression as an adult 
in males. McLeod explained these results by wondering if the experience of parental 
death resulted in more intrapsychic conflicts that were not observable in her study. This 
study is limited by its inclusion of only married couples who had experienced the death 
of or separation from a parent in the past.  
Studies focused on the connection between psychopathy and grief vary greatly. 
Some have connected a younger age with the development of psychopathy (Cerniglia et 
al., 2014; Coffino, 2009). Studies on depression have been limited by small sample sizes 
and a predominant focus on the experience of white Western culture (Coffino, 2009; 
Hamdan et al., 2012; McLeod, 1991).   
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2.4.2.1. Sudden Death 
Other researchers focused on the connection between deaths that occurred 
suddenly, such as suicide, homicide, and accidental death, and the appearance of 
psychopathy or complicated grief (Brent, Melhem, Donohoe, & Walker, 2009; Cerel, 
Fristad, Weller, & Weller, 1999; Keyes et al., 2014; Melhem, Porta, Shamseddeen, 
Payne, & Brent, 2011). Using a sample of 27, 534 non-institutionalized adults, Keyes and 
colleagues (2014) looked at the relationship between the death of a loved one and the 
incidence of psychiatric disorders. Experiencing the unexpected death of a loved one 
before the age of 24 was associated with higher incidence of major depression and 
general anxiety disorder. Because the study was not specifically looking at parental death, 
the relationship between disorders and experiencing the death of a parent is unknown. 
Also, the study reported a much higher incidence of manic episodes, phobias, alcohol use 
disorder, and generalized anxiety disorder for people who had experienced the death of a 
loved one after the age of 40.   
Another study connected sudden parental death to certain psychiatric disorders. 
Using a sample of 179 parentally bereaved individuals between the ages of seven and 25, 
Brent and colleagues (2009) found higher rates of major depression and drug abuse than 
in their non-bereaved control group. In this study the parental death was caused by 
suicide, accident, or sudden natural causes. Participants were assessed at nine and twenty-
one months after the death. Participants who lost a parent due to suicide had higher rates 
of major depression and drug abuse when compared to those bereaved by other means.  
Another study (Cerel et al., 1999) did not find significant differences in 
depressive symptoms between children bereaved due to suicide and children bereaved 
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due to causes other than suicide or homicide, although the specific causes of death were 
not named. Specifically, they compared 26 children bereaved by suicide with 332 
children bereaved by other causes and found little differences in depression or post-
traumatic stress symptoms in both groups.   
 Studies on sudden death have larger sample sizes and have found a correlation 
between experiencing the sudden death of a loved one earlier in life and incidences of 
internal or externalizing behaviors, such as depression or drug abuse, respectively (Brent 
et al., 2009; Keyes et al., 2014). However, the one study focused specifically on children 
did not find correlations between the type of death and the prevalence of depression or 
post-traumatic stress symptoms (Cerel et al., 1999). While the findings disagree, they are 
still important. Internalizing and externalizing behaviors are body-based, yet these studies 
have not considered the body-felt aspect of these disorders.     
2.4.2.2. Defining Prolonged or Complicated Grief in Children 
As prolonged grief was being studied in adult populations, researchers sought to 
define the construct in children. Some studies, such as Melhelm and colleagues (2011) 
used tools designed for adult populations and defined prolonged grief as intensified grief 
symptoms during the first year post-death, and then having symptoms persist three years 
after the death. Focusing on sudden parental death in childhood, Mehelm et al. conducted 
a longitudinal study over the course of three years with children who were 7 to 18 years-
old at baseline. Interviews were conducted at baseline, which occurred a mean of 8.5 
months post death, one year post baseline, and two years post baseline. From the sample 
of 124 bereaved children, 32.6% had an incident of depression within three-years of the 
loss, and 10.4% showed prolonged grief three years after the death. Prolonged grief, 
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primarily defined by the sustainment of grief symptoms over three years, was correlated 
with a history of depression in the children, and having a surviving parent with prolonged 
grief increased the likelihood of an incident of depression in children.  
Shapiro et al. (2014) corroborated Mehlem et al.’s (2011) findings that having a 
parent with prolonged grief increased the likelihood of those symptoms appearing in the 
child. When looking at maternal communication style in 38 children aged 3 to 13 who 
had lost a father, Shapiro et al. (2014) found that positive regard in the surviving mothers 
was significantly associated with lower levels of maladaptive grief and depression in the 
children. In the study, the researchers observed a ten-minute videotaped interaction 
between mother and child, and positive regard consisted of displaying warmth and 
positivity when interacting. The authors observed that if a mother experienced prolonged 
or complicated grief, her ability to interact with positive regard would be compromised 
which could result in higher levels of grief and depression in the children. Since the study 
did not include any mother’s with severe grief or depression symptoms, this purported 
relationship could not be verified. This study, however, was not solely focused on sudden 
death, therefore, the findings indicated that the quality of the surviving parent’s 
communication had an impact on the children’s grief trajectory, regardless of what 
caused the parental death.  
Spuij et al. (2012) were specifically interested in defining prolonged grief in 
children. The researchers created two assessments of prolonged grief for children and 
adolescents, noting that prolonged grief has distinct characteristics in adults. Prolonged 
grief includes debilitating feelings of distress and disbelief about the death, numbness, 
and meaningless that last at least 6 months following the death. The sample included 169 
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Dutch children aged 8 to 12 and 153 Dutch adolescents aged 13-18. The children and 
adolescents had experienced the death of a close relative, with 76.9% of children and 
68.6% of adolescents who experienced parental bereavement. The time since the death 
varied greatly among participants. For the children in the sample the mean of time since 
the loss was 33.05 months with a standard deviation of 24.08 months. The authors found 
that the questionnaires verified that symptoms for prolonged grief clustered as expected 
and that the questionnaires themselves were valid, internally consistent, and temporally 
stable.  
 With the goal of evaluating symptoms of prolonged grief in children and 
adolescents, Spuij and colleagues (2012) conducted a study of 197 children ages 8-12 and 
135 adolescents aged 13-18. The researchers evaluated the most effective way for 
viewing symptom clusters and hypothesized that viewing prolonged grief as a separate 
construct from depression and post-traumatic stress would be beneficial.  They found that 
a three pronged model separately weighing prolonged grief, depression, and post-
traumatic stress symptoms fit significantly better than a unitary model for both children 
and adolescents. Correlations in the pronged model were .54 for prolonged grief with 
depression in children and adolescents, .84 for children and .80 for adolescents for 
prolonged grief with post-traumatic stress symptoms, and .67 for children and .66 for 
adolescents for depression with post-traumatic stress. In children and adolescents, the 
prolonged grief, depression, and post-traumatic stress scores significantly related to the 
measure used for functional impairment. In adolescents, age was positively correlated 
with prolonged grief, depression, and post-traumatic stress. Girls had higher scores than 
boys for prolonged grief, depression, and post-traumatic stress. Prolonged grief was 
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found to be distinct from closely-related symptom clusters, and the authors cautioned 
other researchers against evaluating anxiety instead of post-traumatic stress.   
When evaluating prolonged or complicated grief reactions, authors have found 
connections between the age at which the death occurred (Cerniglia et al., 2014; Coffino, 
2009), as well as timing of the death (Brent et al., 2009; Keyes et al., 2014). However, the 
literature on the effect of the sudden death does not always find a connection to prolonged 
grief symptoms (Cerel et al., 1999). Following the focus of adult grief literature, 
researchers focusing on childhood grief have recently found that prolonged grief is a 
distinct construct, although it can resemble depressive and post-traumatic stress symptoms 
(Spuij et al., 2012). Studies have shown that having a parent with complicated grief can 
correlate to the problem surfacing in a child (Mehlem et al., 2011; Shapiro et al., 2014). 
The relationship between bodies, not only the bodily felt experience, may be important to 
the development of prolonged or complicated grief.  
2.5. Parental Bereavement Over the Lifespan 
Besides the aforementioned studies on integrating parental loss at different 
developmental stages (Biank & Werner-Lin, 2011; Crenshaw, 2007), some qualitative 
studies have explored the meaning of the loss over the lifespan. Two studies on meaning 
over the lifespan uncovered themes surrounding a feeling of having two lives, one before 
and one after death (Ellis, Dowrick, and Lloyd-Williams, 2013; Schultz, 2007). Another 
common theme was support systems, such as social networks or outlets for self-
expression. The final study explored the effect of parental death on one’s felt, rather than 
chronological, age (Schafer, 2009).  
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Schultz (2007) interviewed six women who had experienced the loss of a mother 
between the ages of 15 and 20 years-old. Besides experiencing intense emotions of 
shock, depression, and suicidal ideation, the women spoke of experiencing a split in their 
lives, the one before the death and the one after. The women also felt as though they were 
separated from their peers at a time when they longed to belong to a peer group. Their 
mother’s absence was noticed throughout life, especially during important life events like 
marriage and childbirth. They also regretted not having the chance to become friends 
with their mothers. The women viewed their mothers as part of themselves, and 
acceptance of the death was a part of their daily lives. The participants noted the 
importance of having resources such as a support system and positive outlets for 
expressing themselves, such as writing, creative activities, and sports. 
In an exploratory qualitative study, Ellis et al. (2013) interviewed 33 participants 
who had lost a parent or parents before age 18. The participants, between 20 and 80 
years-old at the time of the study, lived in Northern England. One of the main themes was 
continuity and discontinuity in the participants’ lives. Some participants were able to live 
in the same place after the death, while others had to move homes or towns, sometimes 
moving in with a family friend. The participants also spoke about the importance of 
social support for both the surviving parent and the child experiencing grief. Not only 
was communication with friends necessary, but the participants spoke of the need for 
open communication within the family itself. Participants found that having facts about 
the death or illness was helpful. Some participants mentioned having vivid, painful 
memories, and feeling distant from family. Participants who felt more discontinuity, had 
less social support, or did not have open and honest communication had feelings of lower 
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self-worth and loneliness. These three themes, continuity, support, and communication, 
were critical to adaptive grief in the participants’ experiences. 
Schafer (2009) hypothesized that adults who had experienced parental death in 
childhood would feel older than those who had lost a parent after adolescence. Schafer 
evaluated the participant’s subjective ages, which are the ages they felt rather than their 
chronological ages. The sample of 2,643 people responded to both a phone interview and 
a mailed questionnaire. Only 7% of the sample had experienced parental death before the 
age of 16. Schafer found that participants’ subjective ages were connected to the death of 
the mother in childhood, but not the father. For those who experienced the death of their 
mother before the age of 16, their subjective age was on average 3.15 years older than 
those who did not experience a loss. Parental death was not significant in the other age 
timeframes: 17-35, 36-60, or over 60-years-old. The study also measured other variables, 
such as health, social roles, and demographic information. The relationship between 
experiencing maternal death before the age of 16 and a higher subjective age was still 
significant after accounting for these variables.  
2.6. Memory and Autobiographical Events 
Some newer literature on grief has begun focusing on the importance of memories 
and autobiographical events. More studies have been conducted in adult grief than 
childhood or adolescent grief, and few studies are specifically about grief in response to 
parental bereavement in either population. Of the studies conducted in adolescent 
populations, none have focused specifically on parental bereavement. Nor have any of the 
studies acknowledged a bodily aspect to memories. Nonetheless, the relationship between 
memories and experiencing loss is still relevant to studying body memory. Since the 
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cognitive structures that apply to memory develop in childhood (Newman & Newman, 
2014), these studies could still be relevant.  
Maccallum and Bryant (2008, 2010) studied autobiographical memory in adults 
with complicated grief. Their main focus was to understand if those with complicated 
grief recalled different memories related to their loss than those who experienced more 
adaptive grief. In their 2008 study, Maccallum and Bryant found that those with 
complicated grief recalled more memories of the deceased. For those without 
complicated grief, 77% recalled memories of loss that had redemptive narratives, while 
none of the group with complicated grief did. In their 2010 study, the authors found that 
those with complicated grief recalled more memories related to their loss and lacked a 
recall of specific memories.  
Boelen (2009) found that adults who experienced parental bereavement had 
higher centrality of life scores. The centrality of life score indicates how often one recalls 
a traumatic event from their past, or how central it is to his or her daily life. Higher 
centrality of life scores for the event of parental death positively and significantly 
correlated with complicated grief, depression, and post-traumatic stress severity.  
Ritchie (2014) related the strength of a person’s affect to self-defining 
autobiographical events. In his five-pronged study of 237 university students and 
community members in Ireland, UK, and USA, Ritchie found that positive memories 
positively related to a stronger affect than negative memories.  
According to the findings from the aforementioned studies in adult grief literature, 
those with complicated grief recalled more memories of the loss (Maccallum & Bryant, 
2008; Maccallum & Bryant, 2010), have memories that are less specific (Maccallum & 
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Bryant, 2010), and that the memories do not have a redemptive nature (Maccallum & 
Bryant, 2008). Specifically in adults who had experienced parental bereavement, 
remembering the death more frequently was associated with complicated grief and higher 
levels of depression and post-traumatic stress (Boelen, 2009).  
In adolescents, associations between complicated grief and different views of the 
world were studied. In the Boelen and Spuji (2008) study, 30 female bereaved 
adolescents aged 13-18 completed questionnaires online. The severity of complicated 
grief and depression positively significantly correlated with negative beliefs about the 
self, life, the world, the future, negatively viewing the appropriateness of their reactions, 
and catastrophic misinterpretations of grief reactions. Negative views of the self and life 
showed the strongest correlations with depression.  
A study outside of the grief literature examined the relationship between 
autobiographical memories and self-concept clarity in 100 undergraduate students aged 
18-25 years (Fuentes & Desrocher, 2012). The authors found that higher self-concept 
clarity was positively correlated with recalling more memories involving social 
cooperation, and this was interpreted as demonstrating the importance of social 
interactions in adolescents. If social interactions are important to an adolescent’s self-
concept, events such as parental bereavement could impede positive views of the self by 
isolating individuals from their peers.  
2.7. The Physical Aspects of Greif 
Grief is often considered a physical experience in popular thought. Lewis (1961) 
likened the physical pain he experienced after losing his wife to “the steady barrage on a 
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trench in World War One, hours of it with no let-up for a moment” (p. 41). Comparing 
the mind to the body, he said the following: 
Whatever fools may say, the body can suffer twenty times more than the mind. 
The mind has always some power of evasion. At worst, the unbearable thought 
only comes back and back, but physical pain can be absolutely continuous. (p. 40-
41) 
 
Lewis was describing the physical anguish of grief that resulted in adulthood from losing 
a spouse. The physical experience of grief in childhood has been theorized to be more 
intense because children, especially young children, have fewer resources available for 
coping and communicating. Studies have focused on somatization to explore this theory, 
as well as the biological stress response, and externalizing behaviors. 
2.7.1. Somatic Problems 
A few studies have found connections between bereavement and somatization, 
particularly in adolescents. In a study of the acute grief reaction, Silverman and Worden 
(1992) found that in 125 children aged 6-17, 74% experienced headaches, 61% 
experienced some form of illness, 30% had trouble sleeping, and 19% had difficulty 
concentrating in school. A five-year longitudinal study that included 57 bereaved Dutch 
children aged 10-12 at baseline found that functional somatic symptoms were significant 
from ages 15 through 17 (Gils, Janssens, & Rosmalen, 2014). Additionally, the bereaved 
adolescents had a slower decline in their somatic symptoms than did non-bereaved 
adolescents. Another study found a significant correlation between negative life events, 
which included bereavement, and somatic symptoms in 198 Norwegian adolescents aged 
16-18 (Murberg, 2012). 
Alternately, some studies have found no significant association between parental 
bereavement and somatic symptoms. When comparing 38 bereaved children with 38 
43 
 
clinically depressed children interviewed 3-12 weeks post death with 19 children within a 
control group, Sood et al. (1992) found low somatic symptoms for all groups and did not 
find any statistically significant difference between the groups. Stanford, Chambers, and 
Chen’s (2008) found no relationship when evaluating the connection between negative 
life events and somatic symptoms in adolescents. This study was not solely focused on 
bereaved adolescents, although parental death was included as a negative life event.   
Boey and Goh (2001) looked at the relationship between negative life events and 
recurrent abdominal pain experienced by 1,488 Malaysian children between the ages of 
nine and fifteen. The children represented three ethnic groups: Chinese (708), Malays 
(616), and Indians (163). Of the sample, 9.6% had recurrent abdominal pain. Death of a 
family member was included as a negative life event, and there was a significantly higher 
amount of recurrent abdominal pain in those who experienced the death of a parent. After 
multiple logistic regression analysis, however, the relationship between the death of a 
parent and recurrent abdominal pain was not statistically significant.  
2.7.2. Stress Response 
Instead of investigating somatization in parentally bereaved youth, some 
researchers have theorized that the physical stress response system could be altered from 
the experience. In stressful situations, the body releases the hormones epinephrine and 
norepinephrine into the bloodstream, which causes the cardiovascular system to react by 
raising the heart rate and respiration speed (Lueken & Appelhans, 2006). A delayed 
response from the hypothalamic-pituitary-adrenal axis results in the emission of cortisol. 
If these stress responses are well-regulated, one can react to adverse situations in adaptive 
ways. Dysregulated stress responses systems, on the other hand, prevent one from 
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responding to stressful situation in adaptive ways. Experiencing significant stressors in 
childhood, such as parental bereavement, can cause stress systems to dysregulate.   
Lueken and Appelhans (2006) studied the stress response of 45 parentally 
bereaved undergraduate students aged 18-28 years compared to the 43 students in the 
control group. The time of parental death ranged from 0-16 years-old. The parental loss 
group had elevated levels of salivary cortisol in response to a stressful speech task 
compared to the control group. The relationship between parental bereavement and 
elevated cortisol levels was mediated by the family environment. Specifically, there was 
a connection between reports of abuse and higher cortisol levels in this sample.  
A similar relationship between parental caregiving and stress response was found 
in another study. Luecken, Kraft, Appelhans, and Enders (2009) monitored the blood 
pressure levels and experiences of minor stress over a 24-hour period for 43 early 
bereaved undergraduate students and 48 non-bereaved students. In addition to recording 
blood pressure level, participants filled out surveys on emotions and parenting, and their 
caffeine, alcohol, and smoking levels were monitored. The loss group had lower blood 
pressure over the time period, and higher parental caring was related to lower blood 
pressure across both groups. In the loss group, higher parental caring predicted less 
stress-related emotions, but in the control group, higher parental caring was associated 
with experiencing more stress throughout the day. The authors theorized that non-
bereaved children who come from a very protective family are not exposed to moderate 
levels of stress, and appraise minor incidents as more stressful than those who experience 
adverse events.  
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In 2008, Tyrka et al. explored the relationship between childhood parental loss 
and the adult hypothalamic-pituitary-adrenal function. Comparing 44 adults who had 
experienced parental loss or prolonged separation with 44 adults in the control group who 
had not experienced parental loss or prolonged separation, Tyrka (2008) found a 
significant effect on cortisol levels. Those in the loss group had an increased cortisol 
response, which was more pronounced in men. Also, the parental death group had 
significantly more lifetime psychiatric disorders.   
2.7.3. Externalizing Problems 
While somatization and the biological stress response can be considered internal 
physical problems, other studies have looked at external behaviors. Questioning the 
existence of links between parental bereavement and externalizing problems, these 
studies focus on behaviors related to delinquency, violence, self-injury, and substance 
abuse, including alcohol. Some studies focus on these behaviors in relation to specific 
types of death, such as death that occurs suddenly or death that is due to cancer.  
2.7.4. Risk Behaviors 
Hamdan et al. (2013) examined alcohol and substance abuse in 235 bereaved 
children and 147 caregivers, as well as in a non-bereaved control group. In this study, the 
offspring, aged 7-25, had experienced the sudden death of a parent. Over a five-year 
period, 13.6% of bereaved children had alcohol and substance abuse compared to 5.6% in 
the control group. The bereaved group also had an earlier onset of alcohol and substance 
abuse. Being 13 or older, a history of behavior disorders and a diagnosis of Major 
Depressive Disorder in the deceased all increased risk for alcohol and substance abuse in 
the offspring. Children experiencing bereavement were at a 2.4 times higher risk for 
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alcohol and substance abuse. After controlling for age, gender, and behavior disorder 
onset, however, the impact of bereavement was not significant. 
Drapper and Hancock (2011) conducted a retrospective study of 17,416 British 
children born within the same week in 1958. Of the sample, 11,908 British children had 
been parentally bereaved by the age of 16. The study utilized the Rutters Behaviour 
Scale, an assessment tool that scores behaviors related to delinquency. Teachers filled out 
questionnaires about their students when the students were 16-years-old. Parentally 
bereaved students were more likely than non-bereaved students to receive a significant 
score on the behavior scale (23% to 17%). There was a significant gender difference for 
non-parentally bereaved in scoring high on the behavior scale (20% boys to 15% girls), 
but not for bereaved (26% boys to 21% girls). There was a significant difference in scores 
when considering class, 22% of children from lower socio-economic backgrounds 
received significant scores versus 10% for those from higher socio-economic 
backgrounds.  
Hamdan et al. (2012) explored the effect of parental bereavement on health risk 
behaviors in a 3-year longitudinal study with 240 bereaved and 183 non-bereaved 
children. This study only included those whose parents had died suddenly due to suicide, 
accident, or natural death. Health risk behaviors were behaviors that can result in 
violence, unintended injury, and risky sexual acts, although this study did not include 
behaviors related to sexual acts. This study assessed the following specific health risk 
behaviors: “not wearing a seat belt, being in a vehicle in the last 30 days with a driver 
who had been drinking alcohol, carrying a weapon, and being in a physical fight during 
the past 12 months” (p. 217). The bereaved group had higher numbers of these health risk 
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behaviors at all points in time (9, 21, and 33 months post-death) compared to the control 
group. Psychiatric problems in the deceased parent, such as anti-social personality 
disorder and higher levels of aggression in the child, were related to more health risk 
behaviors. The level of health risk behaviors before the parent’s death, however, was 
unknown. Also, the relationship between the effect of parenting style and family discord 
was not measured in this study. While the bereaved group had more health risk behaviors, 
they may have had more before the death and there may have been correlations between 
parenting styles and the incidence of health risk behaviors.  
Another population-based study also assessed health risk behaviors in children 
whose parents died suddenly. Muniz-Cohen, Melhem, and Brent (2010) compared 186 
parentally bereaved children aged 7-25 at 9 months post-death with 167 children and 
adolescents with the control group. This study assessed the same health risk behaviors as 
those of Hamdan et al. (2012), with the addition of cigarette and drug use. The bereaved 
children were not more likely to engage in health risk behaviors than the control group. 
While this study suggested no relationship between parental death and health risk 
behaviors, the study only assessed one point of time.  
Studies have found differing results when looking at parental bereavement in 
youth and risky behaviors. While one study found that parentally bereaved adolescents 
are two times more likely to engage in alcohol and substance abuse (Hamdan et al, 2013), 
another study did not find a connection (Muniz-Cohen, Melhem, & Brent, 2010). A large, 
retrospective study found that parentally bereaved adolescents displayed more behaviors 
related to delinquency than their non-bereaved peers (Drapper & Hancock, 2011). 
Similarly, another study found more health risk behaviors in those whose parents died 
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suddenly (Hamdan et al, 2012), although another study did not (Muniz-Cohen, Melhem, 
& Brent, 2010).  
2.7.5. Self Injury  
Investigating the incidence of self-injury in those who were parentally bereaved 
between the ages of six and nine, two Swedish studies focused on losing a parent due to 
cancer. In contrast to most of the previously mentioned studies (relating risky behaviors 
to sudden parental bereavement), experiencing death due to cancer is typically anticipated 
and causes strain on the family as roles change to take care of the dying parent. Grenklo 
et al. (2014) found that 19% of 622 bereaved youth aged 18-26 year who had lost a parent 
to cancer between 6 and 9 years before had self-injured after the loss. Self-injury was 
related to poor family cohesion before and after the loss. Other factors related to self-
injury were distrust in the health care provided to dying parent, believing the parent 
would be cured within three days of death, and believing that not enough effort had been 
made to reduce suffering or cure the parent. Additionally, if the deceased parent had 
depression, alcoholism, drug or gambling addiction, or had trouble staying employed, 
self-injury was more likely in the offspring.  
In 2013, Grenklo et al. compared the results from the 2014 study with a control 
group of 451 non-bereaved young adults. The bereaved adolescents were twice as likely 
to self-injure as their non-bereaved counterparts. Both of these studies (Grenklo, 2013, 
2014) showed that children whose parents died due to cancer were twice as likely to self-
injure. The impact on family cohesion, which was mentioned in studies regarding risky 
behaviors, was also noted. Finally, the importance of health care and the impact of the 
parent’s psychological problems were observed.  
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2.8. Body Memory 
In Western cultures, the body and the mind are viewed as separate constructs, 
where the concept of memory is often defined as a recollection of past experiences that 
exists in the mind. The concept of memory is often defined as the recollection of past 
experiences. The realm of memory studies falls under the cognitive sciences, where 
memories are separated into many different categories. The concept of body memory is 
thought of as belonging to the realm of implicit memory, or remembering how something 
is done unconsciously (Fuchs, 2012). Body memory is described as akin to muscle 
memory; it is how the pianist can play complex melodies and how the ballerina can 
perform thirty-two fouettes. After these actions have been learned, the body can recall 
them without conscious thought. 
The realm of body memory, however, is more complex than simple muscle 
memory. If we consider how we experience the world, we begin sensing the surroundings 
through our bodies as infants. These past experiences live in our bodies and uniquely 
impact our present moment (Sheets-Johnstone, 2012). The qualities and dynamics of 
one’s movement are felt, and the subtleties are rarely conscious. A person senses through 
the body, and while other senses can be disengaged temporarily, for example, the eyes 
can be shut. However, kinesthetic awareness is a constant. The concept of body memory 
is not only complex, but holistic, requiring an integrated view of systems of the mind and 
the body. Overall, body memory can be thought of as the “embodied information storage 
function of the body,” (Pylvänäinen, 2012, p. 289), or how the body remembers and re-
enacts the past in the present. 
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Using neuroscience to understand the concept of body memory, Meyer (2012) 
promoted understanding the influence of “genetics and epigenetics, environmental input, 
cultural influence, cognition, and emotion” (p. 249). The memory and emotions are 
affected by the brain’s networks. Meyer pointed to the interplay between the cortex, the 
area of the brain correlated to functions like language, cognition, perception, and 
imitation, and the limbic system, which is involved in bringing information to and from 
the environment. These areas of the brain are imprinted “by evolution, but also by 
personal experience, cultural or education background of the person” (p. 249). 
Furthermore, the development of networks in the brain depends on external factors such 
as life experiences, education, and culture. The development of this network is of the 
upmost importance, especially from childhood through adolescence. Traumatic events 
can affect the brain’s development and structure. The anatomy of the brain, one’s 
genetics and epigenetics, and external influences all interact to form the person.  
2.8.1. Types of Body Memory 
Body memory has been conceptualized into different forms. Fuchs (2012) 
theorized six categories or ways of experiencing body memory. While the six types of 
body memory are described separately, they can and do overlap with one another. The 
first is habitual body memory or the body’s memory of motor processes. Next, situational 
body memory focuses on spatial familiarity and “the holistic inseparable units of bodily, 
sensory, and atmospheric perceptions” (Fuchs, 2012, p. 14).  Following that is inter-
corporeal body memory, which involves our experiences with others that form templates 
for future interactions. Incorporative body memory is heavily informed by one’s family 
and culture, and involves imitating and identifying with others on a bodily level. Pain is 
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another type of body memory. Painful experiences are remembered in the body and may 
cause one to tense or withdraw. Traumatic body memory, the final type, is an experience 
of body memory that may not be integrated meaningfully. Instead, traumatic body 
memories may be avoided consciously, but live memory is present.  
Koch (2012) conducted a two-part study to see if Fuchs’ types of body memory 
were relevant to the lived experience of body memory. In the first part of the study, Koch 
(2012) interviewed 61 participants who were experienced and inexperienced movers. In 
her second study, 77 inexperienced movers provided questionnaire data. All six types of 
body memory were represented in the studies. The data from the study led to the 
development of a new category of body memory called the instrumental use of body 
feedback. This category was the experience of using the body to activate resiliency. This 
study also found that situational body memory appeared with much more frequency than 
any other category. Situational body memory was also found in all of the other types of 
body memory, suggesting that it is a meta-category. Koch (2012) found that situational 
body memory could be delineated by the senses; the sense of smell was found to be the 
most powerful. Situational body memory could then be viewed as a situational trigger for 
body memory rather than a subcategory.  
2.8.2. Memories and the Body 
The body plays an important role in memory outside of the concept of body 
memory. Memories can be stored and retrieved in different areas of the brain. As 
previously mentioned, implicit memories are unconscious and help to perform tasks. 
Implicit memories are processed and stored differently than explicit memories, which are 
conscious memories of the past. Implicit memories are first sensed on a bodily level. Our 
52 
 
implicit memory, which is said to begin in the womb, predominates in infancy when we 
cannot process language. Implicit memory continues to shape us throughout our lives. If 
the memory has a strong emotional component, it can avoid verbal processing (Homann, 
2010). An example of this is a traumatic memory, which moves directly from the 
thalamus, which is involved in processing sensations, to the amygdala, which is involved 
in emotions. Due to the emotional charge, the memory can bypass the speech center of 
the brain called Broca’s Area, making it impossible to put that emotion into words (Van 
der Kolk, 2014). The memory now exists in the preconscious. This memory now informs 
our amygdala, and can trigger an emotional response in us and we may not know where 
that response is coming from (Homann, 2010).  
2.8.3. Body Memory and Grief 
Noticing an absence of research on the bodily experience related to loss, Hentz 
(2002) conducted a phenomenological study of body memory with ten women who had 
experienced the loss of someone special to them; for nine of the women, this meant 
death, while the tenth woman had given up a child for adoption. The study researched 
body memory around the experience of the loss and the yearly anniversary of the loss. 
Hentz found that many of the women felt they had to hide their experiences. Their friends 
and family were understanding during the year following the loss, but after that, they felt 
that their loss experiences were negated. For some women, it took years to notice a 
connection between their loss experience and their bodies. One woman spoke of losing 
her mother during childhood and how she could not eat around the anniversary of the 
death. She was eventually diagnosed with an eating disorder, but she connected the 
beginnings of her disorder with the death of her mother. Other women noticed their body 
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memory during the anniversary of the loss immediately. One woman experienced a loss 
of motivation and noted that her head felt “wrapped in cotton” during the month in which 
her father passed away. She described her experience as being very different from her 
typical state. 
Several themes emerged from this study. One theme was the need to hold on to 
the loss memory, even though it was very painful for some. One woman’s son had died as 
an infant. Although, the memory was very painful to her, she felt that she had to 
remember him. The cyclical nature of grief emerged as another theme. The women spoke 
of their bodies knowing the anniversary of the death even if they didn’t cognitively 
remember the date. Their body awareness was not rational, some woman noted that when 
the weather conditions matched the day of the loss, they would relive aspects of the 
experience. Others noted that they experience a building of tension leading up to the 
anniversary. A final theme noted by Hentz (2002) was feeling alone. The women felt that 
they were expected to resolve their grief within a month of the loss, but that the process 
was cyclical. Many continued to mourn their losses for years, but felt they could not 
speak about their experience. They felt that their friends and family often avoided the 
subject or made trite remarks if they did bring it up.  
Overall, focusing on the body memory of the loss helped these women honor the 
deeper experiences of their grief. Focusing on their bodily sensations helped to uncover 
meaning and make connections they felt they had overlooked. Hentz (2002) concluded 
that current models of grief are not holistic and overlooking “the knowing” experienced 
in the body.  
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While Hentz’s study (2002) came from the field of nursing, a study from the field 
of dance/movement therapy focused on the bodily responses surrounding the death of a 
child. Gudmundsdottir (2009) focused on the experience of embodied grief and 
interviewed 15 adult family members from seven families who had experienced the 
sudden death of a child. The interviewees relayed feeling differently in their bodies after 
the loss; experiencing pain—headaches, stomach aches, and shooting pains; feeling as 
though they were carrying heavy loads; and feeling as if their bodies were mutilated. 
Participants also reported their bodies acting out of habit. One woman described rocking 
frequently after her baby died. Her body was prepared to rock the baby for comfort, and 
her expected rocking motion then became a way to soother herself.  Gudmundsdottir 
(2009) explained these sensations as the body’s suffering and encouraged clinicians to 
view some of the body’s reaction as a natural reaction rather than maladaptive coping. 
2.9. Interventions 
2.9.1. Meta-analyses 
The literature on different grief interventions is growing. Two different meta-
analyses have been conducted to assess the effectiveness of grief interventions in 
children. While both meta-analyses included some of the same studies, the results in 
relation to the effectiveness were different.  
Currier, Holland, and Neimeyer (2007) conducted a meta-analysis of bereavement 
interventions for children. Assessing 13 studies, including six journal articles and seven 
unpublished dissertations, the authors found the overall effect size was small and 
insignificant. The low effectiveness found in the meta-analysis was surprising when 
considering that most psychotherapy with children yields large effect sizes. In the context 
of grief interventions, the effect was similar to those found in adult interventions. The 
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authors noted that studies using selection criteria for children had better outcomes and 
recommended using grief interventions with bereaved children who displayed difficulties. 
Additionally, studies occurring closer to death were also more successful, suggesting that 
the timing of the treatment was important.  
In 2010, Rosner, Kruse, and Hagl conducted another meta-analysis of 
interventions for bereaved children in 2010. They included 11 of the same studies as 
Currier (2007); overall, they included 15 controlled and 12 uncontrolled studies. The 
effect size for the 15 controlled studies was small. For uncontrolled studies, the overall 
effect size was moderate. Time since bereavement, which varied from six months to three 
years, had no significance. In the meta-analysis, two studies that used music therapy 
yielded the largest effect sizes.  
2.9.2. Creative Arts Therapies 
While there are descriptions of using the creative arts therapies in grief work, 
there are few studies, especially with bereaved children. Music therapy showed the 
largest number of studies with bereaved children, while no dance/movement therapy 
(DMT) or art therapy studies were located with children. A study that was body-based is 
relevant to DMT, even though it was not from creative arts therapy. Another study 
interviewed dance/movement therapists about their work with bereaved children. In art 
therapy, a report on scrapbooking within an adult bereavement group was found. 
2.9.2.1. Music Therapy  
Dalton and Krout (2005) developed a grief measurement instrument that was 
tested with song-writing with bereaved adolescents. This controlled pilot study tested the 
instrument measuring grief scores. The study lasted seven sessions and included 20 
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participants in the intervention group. The instrument showed that the participant’s grief 
scores went down after the song-writing intervention. The bereaved adolescents appeared 
to be engaged with the song-writing process. The authors also created a model for using 
song-writing with bereaved adolescents (Dalton & Krout, 2006).   
Other literature describes different ways to use music therapy within the 
bereavement process. Register and Hilliard (2008) explored an 8 week-long program of 
Orff-based music therapy, which focused on emotions, behavioral problems, and 
socializing within a cognitive-behavioral framework. Register describes the response of 
participants as positive, highlighting good attendance to the program.  
McFerran and Hunt (2008) presented three research projects exploring the use of 
music therapy for coping with grief and loss within schools. The first project, a program 
for six bereaved teenagers, found that control, freedom, fun and cohesion were important 
to the group. McFerran then began a music therapy project, which was supposed to 
culminate in a performance. The performance was cancelled, indicating a reluctance of 
staff to acknowledge the grief. The next project, a music therapy program for middle 
school-aged refugees, empowered students to explore their emotions about grief. While 
the authors were intending to promote community change with this final project, the 
adolescents were interested in using music therapy to express their personal experiences.  
2.9.2.2. Body-based and DMT 
While no research studies were done to evaluate DMT interventions, Bugge et al. 
(2012) studied a body awareness program for seven bereaved adolescents aged 13-18. 
The program incorporated different tasks to promote body awareness. First, the program 
facilitated noticing one’s body sensations and describing how they feel. Participants 
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practiced body awareness by bringing attention to their body, one body part at a time. A 
writing task involved imagining what the body would say if it could talk. Participants 
also discussed how their emotions connected with their body sensations, how their body 
influenced daily life, and what situations were connected with certain body reactions. 
Different mindfulness techniques were used to promote relaxation and awareness. In the 
program, participants described experiencing a lack of sleep, tiredness, and a lack of 
energy in their bodies. They also remarked on having painful bodies that were stiff. Other 
complaints were about anxiety and feeling like they could not talk to others. The program 
allowed participants to understand their bodies’ signals and make connections between 
body, behavior, and feelings. The participants particularly liked learning different 
breathing techniques and found them helpful.  
While this study is not part of the DMT literature, it has many implications for 
DMT. This field promotes a mind-body connection; DMT is defined “as the 
psychotherapeutic use of movement to further the emotional, cognitive, physical and 
social integration of the individual” (American Dance Therapy Association, n.d.). Body 
awareness, as well as mindfulness, are part of DMT. The concept of body awareness has 
underpinnings in neuroscience. As Hindi (2012) explains, “interoception is the process of 
sensory information inside the body being transmitted and communicated to the brain and 
other body structures” (p. 131). This process happens both within and outside of one’s 
conscious attention, but Hindi notes that having awareness of this process “can inform 
sensory data.” Bringing interoceptive processes into the consciousness can be done 
through increased body awareness, which can assist in therapeutic change. The 
participants’ complaints of having stiff, painful bodies in Bugge et al.’s (2012) study 
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indicate that holistic approaches, such as the one taken in this study or DMT, are 
important to include in grief interventions.  
Within DMT literature, Philpott (2013) interviewed three dance/movement 
therapists about their work with bereaved children. The dance movement therapists all 
spoke of needing to deal with their own emotional and somatic responses to working with 
the children; the countertransference was noted as being strong. They also spoke about 
the need to facilitate emotional expression for the children and helping them to relate to 
the deceased loved one. The dance/movement therapists noted the ways in which they 
facilitated a connected to the deceased, which included remembering, feelings, telling 
their story, learning about mortality, and resiliency. The therapists then spoke of the 
importance of the therapeutic relationship and providing a safe space. 
2.9.2.3. Art therapy 
Kohut (2011) informally evaluated a scrapbooking group for adults that focused 
on grief. The 15 participants all kept their scrapbooks in specific places and viewed them 
often, between every month and every day. Participants felt the best part of the program 
was being with others who had experienced loss, and many felt the scrapbook was 
healing. Some participants commented on how the scrapbook kept the memories of the 
deceased alive, while others remarked that it helped them remember positive memories.  
2.9.3. Grief Camps and Programs 
McClatchy and Wimmer (2012) interviewed 19 children aged 8-18 years about 
their experience at a grief camp. The children agreed that the counseling sessions were 
the most healing aspects of camp, although only a few parents identified the counseling 
as helpful. Both parents and children felt the memorial service was beneficial, as well as 
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the balloon release and journal writing. Of the traditional camp activities, the children 
identified the most healing aspects as talking with other campers, canoeing, and 
performing at the talent show.  
The long-term effects of a family bereavement program were evaluated by 
Sandler et al. (2010) after 6 years. Using a control group who was given literature, 244 
children were randomly assigned to the family bereavement group or control group. The 
intervention group’s grief decreased faster than the grief of the control group. Girls had 
higher grief at time of death than boys. Girls’ grief decreased slower. The intervention 
significantly reduced intrusive grief thoughts, but was not effective for reducing the 
affective reaction and general grief-dimension. Of the participants who had complicated 
grief, 68% of those in the intervention group were below the clinical cut-off by post-test 
compared to 33% of the control group. The effect size of the intervention was d=.41.  
In 2011, Brewer and Sparkes interviewed 13 children who participated in 
programs at a UK bereavement service. The children highlighted the following aspects as 
important to healing: safe expression of emotions; physical activity, which was cathartic, 
provided an escape from depression, and a sense of freedom and control; positive adult 
relationships; noticing areas of competence; social support; humor; and transcendence. 
Siddaway et al. (2015) evaluated the CHUMS bereavement program in the UK, 
which focused on socializing, memory activities, meaning-making, and coping/resilience. 
The study included 168 children aged 3-16 years. The effect size for the program was 
significant (d=.31). Children who experienced immediate family loss showed 
significantly less improvement than children who experienced other losses.  
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Swank (2013) investigated children’s’ experiences in a ropes course in a 
weekend-long grief camp. Twenty-nine children aged 6-17 years participated. The 
children spoke of their grief as a process. They spoke of their emotions and how the ropes 
course helped them understand their emotions. The ropes course also helped the children 
feel socially supported. The children explored coping skills through the ropes course and 
also expressed feelings of empowerment and hope.  
2.9.4. Cognitive Behavioral Therapy 
Studies from the field of cognitive behavioral therapy (CBT) have focused on 
traumatic grief. Called trauma focused-CBT (TF-CBT), this flexible treatment approach 
has been studied in several randomized control trials (Cohen & Mannarino, 2008). While 
TF-CBT has been applied to traumatic grief, its application includes a multitude of 
traumatic events, from domestic violence to terrorism. The intervention includes several 
elements, which Cohen and Mannarino (2008) explain in the following: 
TF-CBT components are summarized by the acronym PRACTICE: 
Psychoeducation, Parenting skills, Relaxation skills, Affective modulation skills, 
Cognitive coping skills, trauma narrative and cognitive processing of the 
traumatic event(s), In vivo mastery of trauma reminders, Conjoint child-parent 
sessions, and Enhancing safety and future development trajectory. (p. 158) 
 
Two studies which included the application of TF-CBT to traumatic grief will be 
discussed further. One study showed that participants’ symptoms decreased as the result 
of an intervention. Six parentally bereaved children aged 8-18 took part in a 9 sessions 
CBT treatment in a study by Spuij, Londen-Huiberts, and Boelen (2013). Treatment 
began in three waves, at three weeks, five weeks, and seven weeks. At baseline, all 
participants had a stable score for prolonged grief disorder, all of which declined with the 
onset of treatment.  
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Barron, Abdallah, and Smith (2013) conducted a randomized control trial of CBT 
program for trauma recovery in schools in Palestine. The children, between the ages of 11 
and 13, had experienced war trauma, which included symptoms of depression, PTSD, and 
traumatic grief. Of the 140 children in the study, 90 experienced the intervention and 50 
children were on a waitlist to receive the intervention. The intervention had large effect 
sizes in reducing depression (d=1.24), traumatic grief (d=.96), mental health problems 
(d=.90), and PTSD (d=.76).  
The description of the TF-CBT interventions include body-based relaxation skills. 
These skills are designed to help children self-soothe physical and psychological stress. 
These interventions are created for grief related to trauma, which recognizes the 
importance of the body’s experience. By better understanding the body’s experience in 
healthy grief, other body-based interventions may become apparent.  
2.10. Gap Analysis 
The literature has tended to favor investigating symptoms of grieving children 
(Brent et al., 2009, Cerniglia et al., 2014; Coffino, 2009; Howell, Shapiro, Layne, & 
Kaplow, 2015; Keyes et al., 2014; Lin et al., 2004; Silverman, Nickman, & Worden, 
1992; Silverman & Worden, 1992; Spuij et al., 2012;Worden & Silverman, 1996) and 
theorizing about the grief reactions (Biank & Werner-Lin, 2011; Bowlby, 1980; 
Crenshaw, 2007; Kubler-Ross, 1969; Oltjenbruns, 2001). These theories often includes 
aspects that are likely to have an important physical sensations, such as intense emotions, 
yet the body has been largely ignored (Biank & Werner-Lin, 2011; Bowlby, 1980; 
Crenshaw, 2007; Kubler-Ross, 1969; Oltjenbruns, 2001). Some qualitative studies have 
richer description of the experience of having a parent or caregiver die (Ellis, Dowrick, 
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and Lloyd-Williams, 2013; Schultz, 2007), but the body’s involvement is not at the 
forefront. The grief experience, which is popularly thought to be of the body, has very 
little study of the experience of the body outside of pathology. Cognitive studies of adult 
grief have sought to understand how memories operate in normal and complicated grief 
(Boelen, 2009; Maccallum & Bryant, 2008; Maccallum & Bryant 2010; Ritchie, 2014). 
The concept of memory is discussed in terms of the mind and not the body. Yet there is a 
construct called body memory, which is how the body remembers the past in the present 
moment (Fuchs, 2012; Koch, 2012). A few studies have included body-based 
interventions (Bugge et al., 2012) or studied body memory in grief (Hentz, 2002) and 
these studies have reported the important of the body-based experience (Gudmundsdottir, 
2009). No studies that the author found have considered the body memory of those who 
experienced loss during childhood or adolescence. This study aimed to begin that 
discourse.  
3. METHODOLOGY 
3.1. Design of Study 
This was a phenomenological study. The objective of the study was to describe 
the essence of the lived experience of body memory in those who were bereaved in 
childhood or adolescence. Since phenomenological studies seek to describe the meaning 
of lived experience of a phenomenon (Creswell, 2007), this design was chosen. The 
researcher specifically used Moustakas’ (1994) transcendental phenomenology, which 
allowed the researcher to use the creative process within data analysis. The researcher 
was also drawn to the systematic steps Moustakas provides, as well as the focus on the 
participants’ experiences rather than the researchers interpretation (Creswell, 2007).  
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Phenomenological studies use verbal interview data to find the essence of 
experiences. Since this study focused on body memory, the researcher used movement 
elicitation, or a movement task designed to bring the phenomena to the forefront. The 
movement elicitation involved creating movements for different memories and noticing 
body sensations. This movement was not videotaped in order to minimize the risk to the 
participants, but the interviewer witnessed the participants’ movements. After the 
interviews, the researcher embodied the participants’ movements. Using the participant’s 
movements allowed the researcher to stay closer to the participant’s experience.  
3.2. Location of Study 
 The interviews were conducted in the Dance/Movement Therapy research studio 
located on Drexel University’s Center City campus in the Three Parkway Building at 
1601 Cherry Street in Philadelphia. 
3.3. Time Period for Study 
 The study was approved by Drexel University’s internal review board (IRB) to 
take place from February 12, 2016 to February 11, 2017. The time period is the standard 
amount of time granted for master’s level research and takes into account the academic 
period. 
3.4. Enrollment Information 
This study screened four individuals and enrolled three participants. Participants 
were at least 19 years of age, and all ethnic, racial, socioeconomic, and religious 
backgrounds could participate.  
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3.5. Subject Type 
 Participants were volunteer students, faculty, or staff that fell into the normal 
realm of functioning. Subjects had experienced the death of a parent or caregiver in 
childhood or adolescence. Due to the small sample size of the study, findings were not 
generalizable. 
3.6. Subject Source 
 Participants were students, faculty, and staff at Drexel University. 
3.7. Recruitment 
 The student researcher recruited participants using flyers and emails. A 
recruitment flyer, which can be viewed in Appendix A, was posted on Drexel’s main, and 
Center City campuses. An electronic announcement (Appendix B) was sent out as an 
email to faculty and staff. 
 Any interested participants were screened over the phone to confirm eligibility for 
the study using the phone script in Appendix C.  
3.8. Subject Inclusion Criteria 
  Participants experienced the loss of a parent or caregiver between the ages of 5 
and 24. Participants were current students, faculty, or staff at Drexel University. 
Participants had to speak and read English fluently. At least two years had passed since 
the death occurred in order to minimize risk. Participants also needed to be comfortable 
sharing their experiences both verbally and through movement.  
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3.9. Subject Exclusion Criteria 
Participants could not currently be diagnosed with any psychiatric disorders nor 
could they be pregnant. Participants who experienced bereavement due to suicide or 
homicide were excluded in order to protect the participant from re-traumatization.  
Any faculty, professional staff, or students who are in Drexel University’s 
Creative Arts Therapies Department were not eligible to participate.  
3.10. Investigational Methods and Participants 
3.10.1. Instrumentation 
Data collection occurred individually with each participant. Open-ended interview 
questions, listed in Appendix D, revolved around the participant’s bodily felt memory of 
the loss. The intent of the questions was to help the participants describe their 
experience(s). The participants were co-researchers during the interview, and the 
meaning, definitions, and essence were derived from the data they provided. A portion of 
the interview included movement and reflecting on their loss through movement (view 
Appendix E for a full description). The participants were asked to describe their 
experience after moving. 
3.10.2. Informed Consent 
After participants had been recruited and determined eligible for the study, they 
met with the student researcher to provide informed consent on two copies of the 
document (Appendix F). The student researcher reviewed the document with the 
participant, explaining the meaning of the study and the risk involved. Participants 
learned that they could cease participation at any time. Participants also became aware of 
counseling resources available to them on campus. Since interviews were audio-recorded, 
participants were made aware of the necessary details surrounding the recordings, 
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including that the audio files would be kept confidential and then destroyed in accordance 
with IRB guidelines.  
Before signing the forms, participants were asked to restate its meaning. The 
participants kept one copy of the form; the student researcher secured the other copy in a 
locked file in the Creative Arts Therapies Department. 
3.10.3. Data Collection One: Background Information 
Upon meeting in the lab on Drexel’s City Center Campus, the student researcher 
asked the participant to confirm information gathered during the phone interview. 
Questions included identifying the parent or caregiver who died, the participant’s age at 
the time of death, and their current age. Other questions included asking the participant 
their role at Drexel. The student researcher then asked if the participant had any 
questions. This portion of data collection allowed the student researcher to confirm the 
participant’s background and build rapport. See Appendix D to read the full interview 
guide.  
3.10.4. Data Collection Two: Movement Elicitation Followed by Discussion 
For the first ten minutes, the student researcher facilitated a movement warm-up. 
By focusing on different body parts, the participant was encouraged to move freely and 
become more aware of the body. The student researcher offered a selection of music so 
that the participant could select their preferred music. The warm-up included walking 
around the room as the participant did at the age when they experienced the death of the 
caregiver. 
 Next, the student researcher introduced a movement directive. The student 
researcher provided an index card and pen to the participant and asked the participant to 
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remember the caregiver near the time of death. The student researcher then asked the 
participant to write down one to five words about their memory or memories. When the 
participant was finished writing, the student researcher invited the participant to create a 
movement sequence about the words he or she had written down. The student researcher 
invited the participant to repeat and change the movements as much as he or she liked. 
Once the movement was solidified, the student researcher asked the participant to repeat 
his or her phrase and notice how it feels in the body.  
Next, the student researcher provided another notecard to the participant and 
asked the participant to remember losing the caregiver. The process was then repeated 
with the student researcher asking the participant to write down one or more words 
describing the loss. The student researcher again invited the participant to create 
movements for their words. Finally, the participant had the opportunity to create a dance 
connecting the two movement phrases that had been created. A full description of the 
process is in Appendix E.  
 The participant then sat with the student researcher to discuss the experience. The 
student researcher asked the participant to describe experiences of the movement activity. 
The student researcher continued the interview by asking open-ended questions that 
would assist the participant in his or her descriptions. The discussion included a review of 
the movement that was created, as well as any insights, feelings, or sensations that arose. 
The student researcher also asked the participant to describe experiences outside of the 
movement activity but relating to the loss of the caregiver. The interview guide is in 
Appendix D.   
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3.10.5. Data Analysis 
The student researcher used the following procedures, which were based on 
Moustakas’ (1994) guidelines for phenomenological research.  
1. Epoche. I first engaged in an Epoche, which involves identifying prejudices 
and pre-conceived notions surrounding the study topic to ensure that the 
interviews can be experienced straightforwardly. I wrote my Epoche in a 
journal before conducting the interviews. I focused on personal experiences 
and my preconceived notions about grieving. I did not have direct experience 
with parental bereavement, but my grandfather had lost his father to a sudden 
accident at the age of twelve. In high school, I had a close friend whose little 
sister died. From these experiences, along with popular beliefs about grief, I 
expected intense emotions and struggles with spirituality to surface. While I 
wrote the Epoche before the interviews began, I returned to my Epoche in 
between each interview as more preconceived notions arose. The Epoche, in 
this case, was a reflexive and iterative process and included movement 
exploration and meditation in addition to journaling.  
2. Interview. I used open-ended questions to allow the participant to describe 
his or her experience.  
3. Phenomenological reduction. I used horizonalizing to describe the experience 
and reduce the information to uncover meaning. Horizonalizing is a process 
in which repetitious statements or those outside of the research question are 
removed and given equal value. 
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a. Following the interview, I transcribed the interview and de-identified 
the information.  
b. The individual transcripts were each coded and clustered into themes 
using horizonalizing. A textural descriptions was written to capture 
each participant’s experience. This was done separately for each 
interview transcript.  
4. Member check. The themes from the individual interviews were returned to 
the participant for feedback and verification. All three participants provided 
very positive feedback. Two participants did not have any changes and said 
that the descriptions were accurate. One participant suggested a change in 
word choice, but felt the description was otherwise accurate. 
5. Imaginative variation. This step allowed me to imaginatively consider the 
phenomena from different perspectives in order to reveal the underlying 
factors of the experience. Imagining different possibilities was coupled with 
reflection in this step. I used movements that the participants’ created in 
order to complete the imaginative variation and stay true to their experiences. 
This process assisted me in recognizing the movement themes present 
throughout all three interviews. I also created a drawing of this process using 
colored pencils and oil pastels (Appendix G). Creating the drawing helped 
me to further crystalize the similar aspects of the participants’ experiences.  
6. Continuation of phenomenological reduction. I then used phenomenological 
reduction to combine all three interviews.  The themes were woven together 
to create a textual description of the phenomena. Then, the structures found 
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during the imaginative variation step were articulated in the structural 
description. 
7. Synthesizing meaning.  
a. I integrated the textual descriptions from the phenomenological 
reduction with the underlying structures found during the imaginative 
variation step.  
b. This step led to the essence of the experience. 
3.10.6. Operational Definitions 
This study defines the concept of body memory as the “embodied information 
storage function of the body,” (Pylvänäinen, 2012, p. 289). Body memories are the ways 
in which our body remembers the past and re-experiences it in the present moment. These 
memories can be comprised of habitual, situational, inter-corporeal, incorporative, 
traumatic, and pain body memory (Fuchs, 2012). 
The term “movement elicitation” is used in this study to mean engaging in a 
movement task in order to deepen one’s self-awareness and enrich the content of an 
impending verbal interview.  
Dance/Movement Therapy is defined in this study according to the American 
Dance Therapy Association’s current definition, which is “the psychotherapeutic use of 
movement to further the emotional, cognitive, physical and social integration of the 
individual,” (American Dance Therapy Association, n.d.). 
This study explains parental loss as the death of a parent or of any relative or non-
relative that undertook the role of a secondary or primary caregiver to a child.  
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3.10.7. Possible Risks and Discomforts to Subjects 
This study involved remembering the death of a caregiver during formative years. 
Remembering this event in depth may have posed a slight chance of emotional and 
psychological risk by returning participants to their acute stage of grief.  
During the interview, the participant may have felt minor discomfort due to 
sharing their personal experience with the student researcher. Since the interview 
included personal details and was recorded, there was a risk of anonymity loss. 
3.10.8. Special Precautions to Minimize Risks 
  In order to minimize the risk of returning participants to the acute stage of grief, 
the student researcher included Dr. Catherine Dubaillou, a professional staff member of 
Drexel University’s Counseling Center, on her thesis committee. This committee member 
oversaw how counseling services will be made available to participants, which included a 
review of the available counseling services when reviewing the informed consent 
document, providing a pamphlet during the interview, and including the counseling 
center’s contact information when following up with participants after the interview. 
 To address the risk of a loss of anonymity, the student researcher used a code file 
and de-identified the interview transcripts. Non-essential details, such as the names of 
locations, were altered.  
 Participants’ discomfort during the interview process was addressed by assuring 
the participants that they can stop whenever they wish.  
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4. RESULTS 
This study sought to understand the essence of body memory in those who 
experienced the death of a parent or caregiver in childhood or adolescence. In order to 
discover the essence of this experience, individuals participated in a movement elicitation 
process and a verbal interview. Four main themes emerged from the verbal interview 
data: body memories are foreign but familiar, they include a sense of reliving the 
experience, age is remembered through the body, and body memories are immediate and 
frequent. 
Demographics for each participant will be discussed first. Next, the findings will 
be presented for each individual participant, beginning with clusters of themes and 
ending with a textural description of each experience. Then the process of imaginative 
variation will be described. Finally, the composite findings will be presented in the 
following order: clusters of themes, composite textural description, composite structural 
description, and finally, a textural-structural description. 
4.1. Demographics of Participants 
Three participants enrolled in the study. Two participants identified as female and 
had experienced the death of their father. One of these death was expected and the other 
was sudden. The third participant identified his gender as male and had experienced the 
death of his grandmother. This death was also expected. The three participants filled 
different roles at Drexel University, two were students and one was a professional staff 
member. The three participants were of different ethnicities, which they identified as 
Asian, Black, and Caucasian. Participant 1 was in the 19 to 28 age range, and had 
experienced the death at the age of 12. Participant 2 was in the 29-38 age range, and 
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experience the death at the age of 20. Participant 3 was in the 19-28 age range, and had 
experienced the death at the age of 18.  
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4.2. Participant 1: Themes 
 These themes were derived from the participant’s statements in the verbal 
interview. The verbatim statements are listed under the corresponding theme.  
Immediacy and constancy of body memories 
1. It instantly took me there  
2. It brought me back to that moment 
3. It was more mental representations of the past that came through  
4. Every time I smell fresh cut wood I think of my dad 
5. It’s with me every day 
6. Somedays are stronger than others 
7. I was walking home the other day and I just remembered myself at that point in 
time  
8. I remembered the sense and the people and the happiness 
9. I’m sometimes transmitted back and forth between those memories 
Age is remembered through body memory 
1. It took me back to the hallways of middle school 
2. It took me back to my poor posture  
3. It took me back to my insecurities  
4. It instantly brought back the 12-year-old persona 
5. That brought me back to being a child with big eyes 
Body memories are foreign but familiar 
1. It was almost a foreign feeling because you grow-up 
2. It was foreign, but also so familiar 
3. I don’t remember the last time when I walked slouching 
4. Reliving the experiences in a good way 
5. It made me go through that seven months again, but in a good, reflective, positive 
way 
6. Nothing scary 
Sad Memories Become Happy 
1. The memories are happy  
2. When I was grieving for a long time, the memories would make me really sad 
3. Now I have the memories and I’m really happy 
4. The memories are there and they’re beautiful  
5. It doesn’t have to be this darkness that hovers over me or this sadness 
6. It can be a light and just a sense of motivation  
7. It took me a long time to grieve over him 
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Embodying leads to understanding 
1. Doing that put me for the first time ever in my dad’s shoes 
2. Even if it is just imitating, that’s when you really get it 
3. Not only are you grieving, but the person who is dying, they know they’re going 
to die 
4. They’re grieving for the life they’re going to miss 
5. Being in my dad’s shoes was powerful 
6. It was eye-opening  
7. It was maturing  
8. When my hands are on my heart and I’m spinning, that’s supposed to represent 
my mom  
9. Her labor of love for taking care of my dad 
10. I witnessed her strength 
11. I could feel myself growing 
Intense, inescapable anger is held in the body 
1. It also brought back memories of kids not understanding what you just went 
through 
2. It brought back anger 
3. Regressive 
4. I used to hold everything in 
5. Getting out some of that anger was revisited 
6. I felt it in my fists 
7. I felt it in my throat 
8. Like when you are stifling a scream or a yell 
9. Like when you scream into a pillow 
10. Tension in my back, my spine  
11. A lot of stiffening of the body  
12. Aggression in general 
13. Passive aggressiveness  
14. Withholding of emotion  
The body memory includes a lack of feeling, or an absence of being 
1. Numbness 
2. For a long time in middle school, I would say I felt numb 
3. I couldn’t feel anything after my dad died  
4. I just couldn’t feel anything else 
5. I couldn’t even feel happy, couldn’t feel sad, but I wasn’t depressed 
6. I was just numb 
7. There was no state of being 
8. Even emotions, anything, there was no response 
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A questioning of spiritual beliefs is experienced in the body as reaching 
1. Where I’m reaching, that was me questioning God 
2. I feel a spiritual reach and then a recoil and a reach  
3. You ask yourself a lot of questions  
4. You go through a lot 
5. I just felt like reaching out was very much related to what I went through. 
6. Reaching out spiritually 
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4.2.1. Participant 1: Textural Description 
For this participant, body memories felt “foreign, but also so familiar.” Body 
memories were akin to reliving the experience, which made them feel familiar. Since the 
experiences were in the past, however, the participant had changed and the experienced 
felt foreign. “It made me go through that seven months again, but in a good, reflective, 
positive way.” Reliving the memories was described as positive and “nothing scary.”  
 Age was accessed through body memory. Through the body, the participant 
returned to “the hallways of middle school” and felt her “poor posture.” The body 
memory included her feelings and character at that age. The participant mentioned 
experiencing her “insecurities” and “being a child with big eyes.” 
 The body memories were described as happening immediately with “it instantly 
took me there” or “it brought me back to that moment.” Body memories included specific 
sensations and atmospheres. “I remembered the sense and the people and the happiness.” 
While the experiences are “with me every day,” the memories are “somedays are stronger 
than others.” 
 The most salient body memories involved anger. Anger was bottled-up in the 
body as the participant “used to hold everything in.” The intensity of the feeling was 
described as being “like when you scream into a pillow,” or “stifling a scream or yell.” 
The anger manifested as “tension” and “stiffening” in the body. Certain body parts drew 
attention, particularly the fists, throat, and back.  
 In contrast to holding in intense anger, the body memory included an inability to 
feel. Described as “numbness,” the participant “couldn’t feel anything else.” This 
unresponsiveness was described as having “no state of being.” 
78 
 
 The action of reaching out was important to body memory. The participant felt a 
“spiritual reach and then a recoil,” which was the embodiment of “questioning God.” 
This spiritual searching included asking “yourself a lot of questions” because you “go 
through a lot.” 
 While these memories were once experienced as being “really sad,” the 
participant now experiences them and is “really happy.” This transformation was viewed 
as part of grieving, which took “a long time” for the participant. The meaning of the 
memories moved from a “darkness that however of me” to a “light and just a sense of 
motivation.”  
 Body memory included a sense of embodiment. This sense “put me for the first 
time ever in my dad’s shoes.” This experience was “powerful” and “eye-opening” and 
allowed the participant to gain a deeper understanding. 
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4.3. Participant 2: Themes 
These themes were derived from the participant’s statements in the verbal 
interview. The verbatim statements are listed under the corresponding theme.  
Focusing on body memories felt different but positive 
1. A different type of energy with it 
2. The energy that I felt wasn’t so much sorrow  
3. The energy was positive 
4. it felt different when you connected the two  
5. it was coming all together 
Acknowledging body memories was freeing 
1. It felt freeing 
2. it felt like a release of some type 
3. Inside it felt relieving 
4. My body felt less tense.  
5. I could feel tension being relieved 
6. Releasing the tension felt uplifting 
7. It just felt relieving  
8. All the emotions, whether it was being sad or whether it was a happy time, it still 
was a release of the energy coming through the emotion 
9. You’re using all the energy within to release it physically 
10. If you can physically attach it with your emotion, it felt like some tension being 
relieved from your body and your mind, altogether 
11. it was just a couple of tense times, but then it was still free feeling to release it 
Sadness about the death manifests as bodily tension and pain 
6. There’s a certain tension that builds up when you speak about death 
7. I felt the tension coming back (during the sad movements) 
8. I didn’t want to stay in that (sad) position that long 
9. The tension in my upper body and my chest sometimes gets a little painful, just a 
little 
Reliving positive memories was uplifting 
1. The happy ones were definitely nice to relive or feel 
2. I felt like I was reliving how he was, so that felt really good 
3. Happiness. I was really happy 
4.  And contentment 
5. It felt good to connect it physically 
6. The most meaningful would have been the rocking motions when I was 
expressing my dad’s love and protection 
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7. It felt good and comforting 
8. It made me happy to think of him in a positive way  
9. To express that physically was uplifting 
The death marks a shift in body posture and attitude 
10. Before, I just felt more energy 
11. Before, I had a little more spring to myself 
12. Before, I had a little more bounce  
13. Before, I feel like my walk was less urgent 
14. Before, my shoulders were probably a little more loose 
15. Before, I felt a lot less tension in my upper body 
16. After, I feel like I walk more with purpose 
17. I guess I didn’t walk with the same type of gait that I walk with now 
Body memories reside in the upper body 
18. It was in my upper body mainly 
19. I felt my arms. A lot in the arms  
20. And my back 
21. Definitely all upper body 
22. There was some type of release of tingling energy in my hands and arms 
Emotions become bottled-up in the body 
23. It felt like it was coming out, opposed to being held in 
24. Like you’re pushing it out with different motions 
25. Sometimes bottling things up doesn’t make it any better  
Body memories are immediate and frequent 
26. It still affects me a lot day by day 
27. With my arms wrapped, it felt like I could go into the moment where we had a 
hug  
28. if I would have known that in my twenties that a lot of the things that I was doing 
were connected to his loss, I would’ve done things differently  
29. I really started missing him when things went wrong in my life 
The emotional charge of the memories is transient and can shift daily 
30. So emotionally, it’s up and down 
31. Depends on the day 
32. Sometimes the memories are happy 
33. But there are still some times when the memories are not positive 
34. I still have strong emotions about that day and losing my dad 
35. Like it could be a song that may come on, and I just can’t listen 
36. I try to make them positive 
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37. As I got older, it’s got easier to turn it into a positive 
A sense of falling or being hurt remains in the body memories and is related to being at a 
young age when the loved one died. 
38. I fell because it still is the way I feel 
39. I still feel hurt  
40. Because it was an early time 
41. People think because when you’re twenty that you’re grown, but you’re not 
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4.3.1. Participant 2: Textural Description 
The experience of body memories related to the loss of a parent during 
adolescence held a distinct “type of energy.” Even when memories surrounding the loss 
were sad, the energy felt “was positive.” Noticing the body’s experience was “different” 
than focusing solely on the mind. This difference felt like a unification, “like it was 
coming all together.” 
There was a freedom associated with the release of tension in body memories. 
The sensations were “relieving” and included a “release of some type.” Tension in 
particular was released, and this felt “uplifting.” Regardless of the emotional charge of 
memories, the body still experienced a “release of the energy coming through the 
emotion.” 
The freeing feeling was a contrast to emotions becoming bottled-up or “being 
held in.” Feeling emotions become trapped in the body had a negative connotation. 
“Sometimes bottling things up doesn’t make it any better.” 
The upper body held the strongest sensations during memories. The participant 
specifically mentioned feeling the hands, arms, and back.  
A certain bodily tension was connected to death. During sad memories, this 
participant “felt the tension coming back” and she “didn’t want to stay in that position 
that long.” Sometimes this tension becomes slightly painful. 
Body memory included a sense of falling. This sinking or dropping sensation 
encompassed feeling “hurt.” This sensation about the loss had not changed; “I fell 
because it is still the way I feel.” That the loss occurred at an early time was also 
significant to this feeling. The sense of falling may also be a sense of separation because 
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the loss occurred at “an early time” and people assume “that you’re grown, but you’re 
not.” 
The body memories held a sense that the participant was reliving the memories. 
Body memories were not only remembering, but were experienced as “reliving how [the 
deceased] was.” Reliving happy memories was especially “uplifting,” as well as “good 
and comforting.”  
The death marked a shift in the participant’s body. Before the death, she described 
had more “energy,” “spring,” and “bounce” but “less tension in the upper body.” She also 
felt more “less urgent” in her body before the death. Now, she has more “purpose.” 
The body memories happen immediately. In certain movements, “it felt like I 
could go into the moment where we had a hug.” The memories are still present “day to 
day.” While the frequency of the body memories is now recognized, the participant 
mentioned years where the memories may have been unnoticed or avoided. “If I would 
have known that in my twenties that a lot of the things that I was doing were connected to 
his loss, I would’ve done things differently.” 
The emotional charge of body memory is transient. Emotionally, experiencing the 
memories was described as being “up and down.” The memories could be happy, but 
sometimes, “the memories are not positive.” The emotion of the memory could be strong, 
“like it could be a song that may come on, and I just can’t listen.” 
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4.4.Participant 3: Themes 
These themes were derived from the participant’s statements in the verbal 
interview. The verbatim statements are listed under the corresponding theme.  
Body memories brought past experiences into the present, which felt like a rebirth.  
1. It felt kind of like a rebirth in essence 
2. I understand it from a different perspective  
3. It really brought out how I really felt at that time 
4. This was an interesting way to bring it back again 
5. Noticing how my body felt was interesting 
Body memories were sometimes unnoticed or obstructed by thinking.  
1. I felt my neck 
2. I had to think so much that my head felt heavier 
3. I haven’t noticed if I feel memories in my body. Maybe now I’ll notice more 
Recognizing the body memory provided a sense of control over the experience.  
1. Put my own spin on the memories 
2. I felt like I had a bit more control over it 
3. I had more control 
Age was experienced through body memory  
1. Walking felt slightly different 
2. Maybe I was more mindful then  
3. Then, I felt less tension walking 
4. Then, my arms and legs felt a bit heavier 
Body memories were experienced as relieving tension, which had a sense of ease and 
relief. 
1. I felt much more flow 
2. I felt lighter 
3. I felt some tension release 
4. I felt a bit of relief  
5. Putting my head down on the ball was meaningful 
Body memories were connected to laughter and silliness 
1. And I kind of laugh when I think of that 
2. Carefreeness 
3. Memories surface in silly situations 
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Body memories are used as resource to become creative 
1. Lightly and just be in the moment a lot 
2. letting go of inhibitions 
3. I draw on the memories sometimes as a resource 
4. Maybe she was losing her mind, but she was also creative in a sense, too 
The body memories included having flashes of mental images and tactile sensations.  
1. Images came up a lot 
2. Touch or a tactile sensation came up  
3. I felt sensations in my back and legs 
The body memory included a surreal, chaotic sense that suddenly goes away.  
1. Sometimes you find yourself in some of the craziest situations, but then you wake 
up and it’s all back to normal again 
2. It seems like it was a dream sort of, but then you wake up and it’s not too bad  
3. Like when you wake up you’re dreary here in this crazy state  
Embodying led to understanding. 
1. My grandma would do so many intricate little things to do any simple tasks  
2. small little movements leading from one thing to another 
3. She was kind of adamant 
4. She was kind of stubborn  
5. She’d just be very persistent  
6. Sitting down on the ball reminded me of how she was like a sitter for me  
The body memory of the loss included a slowing down, which felt like a slow, light, 
indirect descent. 
1. Whatever was left would slowly get back to normal like it would fall like the scarf 
falling  
2. Everything else seemed to slow down and we’d focus on that one thing, like a 
slow fall of everything else 
3. It felt like time slowed down 
4. There were some crazy days, but then it got easier and slower by the end 
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4.4.1. Participant 3: Textural Description 
Body memories brought past experiences into the present. The body memories 
“brought out how I really felt at that time.” The experience brought in “a different 
perspective,” so while experiences were brought back, they were different. This aspect 
was “like a rebirth in essence.” 
 Noticing body memories was sometimes unnecessary or obstructed. The 
participant was thinking “so much that my head felt heavier.” The inclination to think 
may have impeded the experience. In daily life, the participant said, “I haven’t noticed if 
I feel memories in my body. Maybe now I’ll notice more.” 
 Even though body memory could go unnoticed, acknowledging the role of the 
body “put my own spin on the memories.” This shift gave the participant “more control” 
over his experiences.  
 Age was experienced through body memory. The body felt slightly different at 
the age that the participant’s caregiver died. The participant felt heavier arms and legs, 
“less tension,” and “more mindful” in the past.  
This participant’s body memory included feeling “some tension release.” With 
this release came a “bit of relief.” The body also felt “lighter” and had “much more 
flow.” “Images often came up” for the participant, as well as the sense of touch, and 
“sensations in my back and legs.” 
Embodiment was used throughout body memory. The participant embodied how 
his caregiver “would do so many intricate little things to do any simple tasks” by using 
“small, little movements leading from one thing to another.” The participant felt different 
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qualities of his grandmother from the embodiment, such as being “adamant,” “stubborn,” 
and “persistent.” 
The body memories were connected to laughter and silliness. In everyday life, the 
participant noted that “memories surface in sill situations.” Some memories held humor 
within them; the participant noted that he would “kind of laugh” when recalling 
memories. 
Body memories were used as a resource. The participant experiences enabled him 
to let “go of inhibitions,” and “just be in the moment.” The participant saw his 
caregiver’s creativity even as she neared the end of life. “Maybe she was losing her mind, 
but she was also creative in a sense, too.” 
A surreal, chaotic sense was also present in the body memory of the loss. This 
surreal feeling could quickly vanish as “you wake up and it’s all back to normal again.” 
This sense felt almost “like it was a dream,” and was also described as “crazy.”  
 Body memory of the loss included another surreal sensation. The participant 
described a feeling of “slowly getting back to normal” which mirrored the movement of a 
scarf.” This slowing down included a “focus on that one thing” and a “slow fall of 
everything else.” This leisurely, light descent was connected to the end of his caregiver’s 
life. “There were some crazy days, but then it got easier and slower by the end.”  
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4.5. Imaginative Variation 
After describing the texture of the participants’ experiences, the researcher 
employed the imagination to understand the data from different vantage points. This step 
in the research process began with movement. The researcher first performed each 
participant’s movements in her own body. Using the participants’ movement was 
intentional and allowed the researcher to stay closer to the participants’ experiences. 
Next, the researcher combined the participant’s movements into a sequence. This 
combined embodiment led to explorations of different movement themes. Of particular 
interest to the researcher was exploring different ways of falling, feeling suspended 
versus grounded, feeling connected versus disconnected, and releasing tension in specific 
body parts through support.  
These movement explorations revealed patterns of swinging interspersed with 
straining and releasing as well as impulsivity. Oscillating between high and low intensity 
movements resulted in feelings of chaos, loss of control, and a need for recuperation. The 
exploration of falling was the most important experience to the researcher. The sense of 
falling could be done with numerous movement qualities, from indulging to fighting. 
Regardless of how the fall occurred, however, the researcher noted the similarities 
included descending through the vertical plane, and ending on a floor or other surface, 
typically in the horizontal plane.     
After concluding the movement exploration, the researcher made a drawing using 
oil pastels, crayons, and markers (Appendix G). This drawing helped the researcher begin 
to recognize the structures present in the participants’ experiences. In a sense, the 
drawing made the movement process concrete. The drawing itself is divided into three 
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compartments, which showed how researcher began to organize the universal aspects of 
the experiences.  
 
  
90 
 
4.6. Composite Themes 
Combining the data from all three interviews revealed nine main domains that 
comprised the experience. Varying themes were found within eight of the nine domains, 
which are labelled under the domain. Some variations represent contradictory 
experiences, while other variations add nuance.  
I. Body memories are foreign but familiar 
1. It was almost a foreign feeling because you grow-up 
2. It was foreign, but also so familiar 
3. I don’t remember the last time when I walked slouching 
4. A different type of energy with it 
5. it felt different when you connected the two  
6. It felt kind of like a rebirth in essence 
7.  A different perspective 
8. It really brought out how I really felt at that time  
 
Variation: Being in the body provided a sense of control over the experience.  
1. Put my own spin on the memories 
2. I felt like I had a bit more control over it 
3. I had more control 
 
II. Body memory includes a sense of reliving the experience 
4. Reliving the experiences in a good way 
5. This was an interesting way to bring it back again 
6. Noticing how my body felt was interesting 
7. The happy ones were definitely nice to relive or feel 
8. I felt like I was reliving how he was, so that felt really good  
Variation: The sense of reliving is positive 
9. It made me go through that seven months again, but in a good, reflective, 
positive way 
10. Nothing scary 
11. The energy that I felt wasn’t so much sorrow  
12. The energy was positive 
13. it was coming all together 
14. It felt good to connect it physically 
15. To express that physically was uplifting 
 
III. Age is remembered through body memory 
1. It took me back to the hallways of middle school 
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2. It took me back to my poor posture  
3. It took me back to my insecurities  
4. It instantly brought back the 12-year-old persona 
5. That brought me back to being a child with big eyes 
6. Walking felt slightly different. 
7. Maybe I was more mindful then  
8. Then, I felt less tension walking 
9. Then, my arms and legs felt a bit heavier 
Variation: The death marks a shift in body posture and attitude 
10. Before, I just felt more energy 
11. Before, I had a little more spring to myself 
12. Before, I had a little more bounce  
13. Before, I feel like my walk was less urgent 
14. Before, my shoulders were probably a little more loose 
15. Before, I felt a lot less tension in my upper body 
16. After, I feel like I walk more with purpose 
17. I guess I didn’t walk with the same type of gait that I walk with now 
 
IV. Body memories are immediate and frequent 
1. It instantly took me there  
2. It brought me back to that moment 
3. It’s with me every day 
4. Somedays are stronger than others 
5. I was walking home the other day and I just remembered myself at that point 
in time  
6. I remembered the sense and the people and the happiness  
7. I’m sometimes transmitted back and forth between those memories  
8. It still affects me a lot day by day 
9. With my arms wrapped, it felt like I could go into the moment where we had a 
hug  
10. I really started missing him when things went wrong in my life 
Variation A: The immediacy of body memories incorporates different senses and 
body parts.  
11. Images came up a lot.  
12. Touch or a tactile sensation came up.  
13. It was more mental representations of the past that came through  
14. Every time I smell fresh cut wood I think of my dad. 
15. Like it could be a song that may come on, and I just can’t listen.  
16. It was in my upper body mainly 
17. I felt my arms. A lot in the arms  
18. And my back 
19. Definitely all upper body 
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20. There was some type of release of tingling energy in my hands and arms 
21. I felt my neck 
22. Putting my head down on the ball was meaningful 
23. I felt sensations in my back and legs 
24. I felt it in my fists 
25. I felt it in my throat 
Variation B: Body memories were sometimes unnoticed or obstructed by thinking.  
26. I had to think so much that my head felt heavier.  
27. I haven’t noticed if I feel memories in my body. Maybe now I’ll notice more.  
28. If I would have known that in my twenties that a lot of the things that I was 
doing were connected to his loss, I would’ve done things differently 
 
V. A sense of falling was an important aspect of body memory 
Variation A: A sense of falling or being hurt remains in the body memories and is 
related to being at a young age when the loved one died. 
1. I fell because it still is the way I feel 
2. I still feel hurt  
3. Because it was an early time 
4. People think because when you’re twenty that you’re grown, but you’re not 
Variation B: The body memory of the loss included a slowing down, which felt 
like a slow, light, indirect descent. 
5. Whatever was left would slowly get back to normal like it would fall like the 
scarf falling 
6. Everything else seemed to slow down and we’d focus on that one thing, Like 
a slow fall of everything else  
7. It felt like time slowed down  
8. There were some crazy days, but then it got easier and slower by the end 
Variation C: After the fall, an absence of being or nothingness, was felt in the 
body 
9. Numbness 
10. For a long time in middle school, I would say I felt numb 
11. I couldn’t feel anything after my dad died  
12. I just couldn’t feel anything else 
13. I couldn’t even feel happy, couldn’t feel sad, but I wasn’t depressed 
14. I was just numb 
15. There was no state of being 
16. Even emotions, anything, there was no response 
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VI. The emotional charge of body memories moves toward resilience 
Variation A: Memories Become a Resource 
1. The memories are happy  
2. When I was grieving for a long time, the memories would make me really sad 
3. Now I have the memories and I’m really happy  
4. The memories are there and they’re beautiful  
5. It doesn’t have to be this darkness that hovers over me or this sadness 
6. It can be a light and just a sense of motivation  
7. It took me a long time to grieve over him 
8. Lightly and just be in the moment a lot 
9. letting go of inhibitions 
10. I draw on the memories sometimes as a resource 
11. Maybe she was losing her mind, but she was also creative in a sense, too 
Variation B: Urge to shift the emotional charge of Memories to positive 
12. I try to make them positive,  
13. As I got older, it’s got easier to turn it into a positive 
Variation C: Body memories were connected to laughter, silliness, and comfort 
14. And I kind of laugh when I think of that.  
15. Carefreeness,  
16. Memories surface in silly situations 
17. Happiness. I was really happy. 
18. And contentment. 
19. It felt comforting. 
20. It made me happy to think of him in a positive way  
 
VII. The felt sense of memories oscillates wildly between opposing states 
Variation A: The emotional charge of body memories shifts 
1. So emotionally, it’s up and down 
2. Depends on the day 
3. Sometimes the memories are happy 
4. But there are still some times when the memories are not positive 
5. I still have strong emotions about that day and losing my dad  
Variation B: The body memory included a surreal, chaotic sense that fades 
6. Sometimes you find yourself in some of the craziest situations, but then you 
wake up and it’s all back to normal again 
7. It seems like it was a dream sort of, but then you wake up and it’s not too bad 
8. Like when you wake up you’re dreary here in this crazy state 
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Variation C: A questioning of spiritual beliefs is experienced in the body as 
reaching 
9. Where I’m reaching, that was me questioning God 
10. I feel a spiritual reach and then a recoil and a reach  
11. You ask yourself a lot of questions  
12. You go through a lot 
13. I just felt like reaching out was very much related to what I went through 
14. Reaching out spiritually 
 
VIII. Embodying leads to understanding 
1. Doing that put me for the first time ever in my dad’s shoes 
2. Even if it is just imitating, that’s when you really get it 
3. Not only are you grieving, but the person who is dying, they know they’re 
going to die 
4. They’re grieving for the life they’re going to miss 
5. Being in my dad’s shoes was powerful 
6. It was eye-opening  
7. It was maturing  
8. When my hands are on my heart and I’m spinning, that’s supposed to 
represent my mom  
9. Her labor of love for taking care of my dad 
10. I witnessed her strength 
11. I could feel myself growing 
12. My grandma would do so many intricate little things to do any simple tasks  
13. Small little movements leading from one thing to another  
14. She was kind of adamant  
15. She was kind of stubborn  
16. She’d just be very persistent  
17. Sitting down on the ball reminded me of how she was like a sitter for me 
18. The most meaningful would have been the rocking motions when I was 
expressing my dad’s love and protection 
 
IX. Sadness, pain and anger were experienced as tension, and freedom was 
associated with the release of tension 
Variation A: Body memories were experienced as relieving tension, which had a 
sense of freedom, ease, and relief 
1. It felt freeing 
2. it felt like a release of some type 
3. My body felt less tense 
4. I could feel tension being relieved 
5. Releasing the tension felt uplifting 
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6. All the emotions, whether it was being sad or whether it was a happy time, it 
still was a release of the energy coming through the emotion 
7. You’re using all the energy within to release it physically 
8. If you can physically attach it with your emotion, it felt like some tension 
being relieved from your body and your mind, altogether 
9. I felt much more flow 
10. I felt lighter 
11. I felt some tension release  
12. I felt a bit of relief 
Variation B: Sadness about the death manifests as bodily tension and pain 
13. There’s a certain tension that builds up when you speak about death 
14. I felt the tension coming back (during the sad movements) 
15. I didn’t want to stay in that (sad) position that long 
16. The tension in my upper body and my chest sometimes gets a little painful, 
just a little 
Variation C: Intense, inescapable anger is held in the body 
17. It also brought back memories of kids not understanding what you just went 
through 
18. It brought back anger 
19. Regressive 
20. Getting out some of that anger was revisited 
21. Tension in my back, my spine 
22. A lot of stiffening of the body  
23. Aggression in general 
24. Passive aggressiveness  
25. Withholding of emotion  
Variation D: Emotions become bottled-up in the body 
26. It felt like it was coming out, opposed to being held in 
27. Like you’re pushing it out with different motions 
28. Sometimes bottling things up doesn’t make it any better 
29. I used to hold everything in 
30. Like when you are stifling a scream or a yell 
31. Like when you scream into a pillow 
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4.6.1. Composite Textural Description 
A sense of reliving an experience is part of body memory. Body memory is an 
“interesting way to bring [experiences] back again.” Reliving the experiences felt 
authentic, as if participants were “reliving how [the deceased] was.” The sense of reliving 
applied to brief moments, as well as to longer periods of time; “it made me go through 
that seven months again.” Some participants felt this sense of reliving was “positive,” 
regardless of the sorrowful nature of some of the memories.  
Since body memories included a sense of reliving, the memories felt “foreign, but 
also so familiar.” This foreign feeling was also described as being “different” due to the 
focus on the body. While the experience included a reliving, body memory also 
incorporated the present. This allowed for something new to be added to the experience, 
which felt like “a different perspective” and a “rebirth.” Reliving the past in the present 
provided a sense of control for one participant. The participant was able to “put my own 
spin on the memories.” 
Body memories included embodying other’s experiences, which led to a deeper 
understanding. Participant’s assumed the perspective of the deceased throughout body 
memories. This embodiment “put me for the first time ever in my dad’s shoes.” The 
embodiment was conscious and sometimes felt like “imitating.” Revelations about the 
deceased came forward from the embodiment. These experiences were described as “eye-
opening” and “maturing.” They were also “meaningful” to the participants. 
The felt experience of a person’s age is experienced through body memory. The 
caregivers’ deaths took place at a different age, and this age was experienced as feeling 
“different” in the body. Participants noticed different postures, different levels of tension, 
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and different energy levels. One participant framed this difference in respect to the death, 
so the difference she felt in the body was due to the death. She felt “more purpose” in her 
body held after the death, as well as more tension.  
Body memories are immediate and frequent. The body sensations “instantly” 
brought past experiences into the present. Body memories are present daily, although 
“somedays are stronger than others.” Being certain movements felt as though you were 
within the memories; “with my arms wrapped, it felt like I could go into the moment 
where we had a hug.”  
For most participants, body memories were frequent. Participants mentioned 
memories coming forward “every day” and even multiple times each day. One 
participant, however, hadn’t noticed body memories. In order to notice body memories, 
the participant “had to think so much that my head felt heavier.” Another participant 
mentioned a disconnection between her actions and the loss, stating that “if I would have 
known that in my twenties that a lot of the things that I was doing were connected to his 
loss, I would’ve done things differently.” 
The immediacy of body memories was connected to different senses. Some 
participants had images arise, while one participant experienced tactile sensations. The 
sensation of smell, specifically smelling a certain scent immediately brought memories 
forward. Similarly, the sense of sound, such as hearing a certain song, immediately 
brought up body memories. The immediacy of body memories was connected to the 
upper body for all participants. Specifically mentioned body parts included the head, 
neck, arms, and back. Only one participant mentioned the lower body at all, and the 
sensations were present in his legs.  
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A sense of falling permeated the experience of body memory. This sense was 
unique for each participant. For one participant, the experience of falling resulted in 
feeling “hurt.” This feeling was omnipresent since the death of her parent; “I fell because 
it still is the way I feel.” This “hurt” remained “because it was an early time” that the 
death occurred, and was perpetuated because people think “that you’re grown, but you’re 
not.” Another participant’s experience focused on a sensation that occurs after a fall. This 
state was a sort of amplification of being alone, and the participant “just couldn’t feel 
anything.” The state included feeling “numb,” but had a feeling of not existing, as if 
being so alone or empty that one fades. “There was no state of being.” For the last 
participant, the sense of falling was a slow, light, indirect descent. The experience “felt 
like time slowed down.” Only one thing was in focus and there was “a slow fall of 
everything else.” There was an easiness within this sensation; “it felt easier and slower by 
the end.”  
Oscillating between different states, sometimes wildly, was felt in body 
memories. This oscillation was felt in shifts in the emotional charge of memories. The 
strength and even the emotion imbued in the memories could shift daily. This experience 
was described as being “up and down,” an oscillating between two polarities. Another 
participant’s oscillation involved spirituality. The feeling of “reaching out spirituality” 
was akin to “questioning God.” An oscillation between belief and doubt was felt in the 
body as “a spiritual reach, and then a recoil and a reach.” For the last participant, this 
oscillation occurred between states of chaos and normalcy. The shift between states was 
sometimes sudden, “like when you wake up.” Other times when you awaken, “you’re 
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dreary here in this crazy state.” The chaotic states came seem “dream-like” and have a 
surreal quality.  
 The holding and release of tension was important to body memory. Releasing 
tension “felt freeing” and “uplifting.” This release was felt regardless of the emotional 
charge of the body memory, since “it still was a release of the energy coming through the 
emotion.” In opposition to this, the experience of bodily tension was a manifestation of 
sadness about the death for one participant. This was described as a “certain tension that 
builds up when you speak about death.” This tension can become “a little painful” in the 
“upper body” and “chest.” This experience is discomforting, and the participant “didn’t 
want to stay in that position that long.” Tension for another participant was intense, 
inescapable anger. The feeling was a response to other “not understanding” your 
experience, and felt like a “stiffening of the body.” Finally, the experience of tension for 
most participants was emotions becoming bottled-up in the body. This holding felt like 
“stifling a scream,” and had a negative connotation. “Sometimes bottling things up 
doesn’t make it any better.” 
 The emotional charge of body memories moved toward resilience. Memories that 
used to make one participant “really sad,” were now viewed as “beautiful.” This 
transition was a shift from a heaviness or “darkness that hovers over me” to “a light and 
just a sense of motivation.” Another participant uses “memories as a resource.” While the 
memories included loss, they also showed creativity. The memories were now a sense of 
“lightness” and “letting go of inhibitions.” One participant described this process as 
intentional. “I try to make them positive.” The passage of time was also instrumental in 
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moving toward resilience. The resilience within body memories of the loss was also 
experienced through laughter, “contentment,” and “carefreeness” within the memories.  
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4.6.2. Composite Structural Description 
 The structures present in the experience of body memory in response to losing a 
caregiver or parent exist in relation to the individual’s former self, the relationship with 
the deceased and others, a sense of time, and consciousness. The body memories 
involved reliving past experiences in the present moment. This brought forward an 
individual’s former self, or how they were different at a different age. This discrepancy 
was present in feeling that body memories were “foreign, but also so familiar,” as well as 
was that age was experienced differently in the body.  
The relationship to the decease gave structure to the experience, as well. 
Experiences of embodying the caregiver differed regarding the relationship to the 
caregiver near the time of death. The relationship also structured the experience of the 
body at different ages. Emotional charges of memories were affected not only by the 
relationship with deceased, but also with others. Participants were perceived by others 
and how that affected their sense of being hurt or angry.  
 The sense of time was part of many body memories. Time was very literally 
present in the immediacy of body memories. Memories could instantly arise. The idea of 
time, however, was present many body memories in non-linear and surreal way.  A 
blending of the past and present informed many body memories. The memory of a seven-
month time period could be condensed into an instantaneous bodily sensation. Another 
participant felt as though time slowed down. The passage of time, however, was also 
noted as in a linear sense as being a part of changing the emotional charge of memories.  
The idea of time within the experiences of the body memory was often nonsensical, and 
yet logical.   
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 Another structure of the body memories was consciousness. Body memories were 
experienced as occurring automatically or unconsciously and then entering the person’s 
consciousness. Participants also seemed to access body memories consciously, such as 
when they embodied another’s perspective, which led to unconscious material coming to 
the forefront.  
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4.6.3. Composite Textural-Structural Description 
Body memories exist in relation to the past and the present. Body memories are 
reliving past experiences. Regardless of whether the past experience was sorrowful or 
joyful, the reliving the experience is often reflective and positive. Since the loss 
experiences occurred during a different stage of life than the present, the body memories 
feel “foreign, but also so familiar.” This feeling occurs because one’s past self is 
remembered through the body. Not only does one’s posture and feelings of bodily tension 
from a certain age return, but one’s entire persona. Sometimes this difference in age in 
remembered specifically in respect to the death of the parent or caregiver. In this case, the 
death marks a shift in body attitude and posture. This interplay between the past and the 
present happens immediately and frequently. Different senses can bring out memories 
instantly. Hearing a song, smelling a scent, or experiencing a certain movement can bring 
about the past. Body memories can bring more sensations to certain body parts. 
Sometimes, body memories can go unnoticed due to feeling disconnected or a focus on 
thinking rather than feeling.  
 Specific sensations permeate loss-based body memories. A sense of falling was an 
important aspect of body memory and the sense can vary between individuals. This sense 
of falling was a deep sensation of being hurt at an early age. This feeling remains 
constant, regardless of the passage of time. The sense of falling began with a crescendo 
or an increase in action, and shift into slowing down, which felt like a slow, light, indirect 
descent. This fall felt like time slowed down. Another variation of a fall is a feeling that 
remains in the body after having fallen. This was a feeling of numbness, where you 
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cannot respond to stimuli. Feeling like you had “no state of being,” this sense was an 
amplification of being alone.  
 A second body-based sensation was one of oscillating between polarities. This 
oscillation happened in felt emotions that accompanied body memories. This unsteady 
shift was described as being “up and down” and changing daily. Another oscillation was 
felt in “questioning God.” Described as “reaching out spirituality,” a wild shift between 
opposing beliefs was felt in the body. An oscillation also existed between states of 
normalcy and chaos. The chaotic state was turbulent, but also surreal and dream-like. 
From this state, one could wake-up suddenly or slowly.  
 Bodily tension was connected to the emotional charge of body memories. 
Sadness, pain, and anger existed as tension in the body, while freedom was associated 
with releasing this tension. Sadness about the death manifests as tension, which can 
become painful. Anger about the death is intense and inescapable, like “stifling a 
scream.” These emotions become “bottled-up” or stuck in the body. When this tension is 
released, however, a sense of easiness, lightness, and relief floods the body.  
The felt emotional sense changes overtime, moving towards resiliency. Memories 
that were once “a darkness” became “a light and just a sense of motivation.” Memories 
about the loss were consciously draw upon in challenging situations. Memories that 
included laughter and silliness are emphasized overtime.  
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5. DISCUSSION 
 This study sought to describe the essence of the lived experience of body memory 
in those who were bereaved in childhood or adolescence. Themes related to the essence 
of the participants’ experience will be discussed in the context of relevant grief literature. 
Aspects of the nine composite themes will be discussed. The nine composite themes are 
as follows:  
1. Body memory includes a sense of reliving the experience 
2. Body memories are foreign but familiar  
3. Age is remembered through body memory 
4. Embodying leads to understanding 
5. Body memories are immediate and frequent. 
6. A sense of falling is an important aspect of body memory 
7. The emotional charge of body memories moves toward resilience 
8. The felt sense of memories oscillates wildly between opposing states 
9. Sadness, pain and anger were experienced as tension, and freedom was associated 
with the release of tension 
The implications for dance/movement therapy will follow the discussion on the 
themes and literature. Specific participants’ responses to the movement elicitation will be 
conferred. Implications for clinical application will include the use of narratives and 
meaning reconstruction, aspects of control, and body awareness. The chapter will 
conclude with the limitations of the study and ideas for future research.  
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5.1. Connecting the Literature and Results 
 Aspects of attachment theory and continuing bonds theory could be seen in the 
participants’ experience of body memory. Elements of the attachment relationship 
between caregiver and child could be seen in body memory. Bowlby’s (1980) phase 
model of the mourning process included feelings of numbness and anger. Both emotions 
were experienced as part of body memory for one participants. While these emotions are 
connected with acute grief, they were relived through body memory. The felt emotions 
were part of a sense of falling that was revealed in body memory.  
 Continuing bonds theory is the concept of maintaining a bond with the deceased 
(Stroebe et al., 2009). The frequency and immediacy of body memory indicates a bond 
with the deceased. For two participants, body memories of the deceased caregiver were a 
part of daily life. In the theme of “embodying leads to understanding,” participants 
consciously embodied the deceased. This conscious decision, as well as the meaning the 
participants made from the experience, shows a willingness to maintain a connection. 
This theme is consistent with Neimeyer and colleagues’ (2006) study that found that high 
levels of meaning-making combined with strong continued bonds had no connection to 
complicated grief. One composite theme found in this study connects the emotional 
charge of body memories with moving toward resilience. This theme is consistent with 
the theory that maintaining a connection to the deceased can be adaptive. Participants 
expressed that the felt sense of body memories was used as a resource, and the bodily-felt 
experience of memories was connected with laughter and comfort. These experiences 
within body memory point to how a continuing bond with the deceased can be adaptive.  
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 Parts of developmental theory were consistent with themes found in the study. 
Since participants were all in adolescence at the time of parental or caregiver death, other 
developmental stages cannot be discussed. Erikson’s psychosocial stages of development 
put forth the task of developing group identity versus alienation for early adolescents 
(Newman & Newman, 2014). For two participants, alienation was present. One 
participant felt intense anger in her body, which was related to “memories of kids not 
understanding what you just went through.” Her body memories included feeling an 
absence of being, which was characterized by “numbness” and not being responsive to 
anything. Experiencing the loss of a parent was different from her peers and experiencing 
“no state of being” would not be conducive to being part of a group.  
The task of resolving individual identity versus identity confusion is for later 
adolescence (Newman & Newman, 2014). One participant was in this stage when the 
caregiver’s death occurred. Part of her body memory experience included a sense of 
falling, which was related to feeling hurt from experiencing loss at an early age. “People 
think because when you’re twenty that you’re grown, but you’re not.” This experience 
could be related to feelings of alienation, or being separated from those around you. It 
could also speak to identity confusion, or feeling you are not living up to the expectations 
other have for you based on your stage in life.  
Part of the developmental theory of grief includes the experience of regrief, or 
integrating the loss experience in different ways based on context of the developmental 
stage (Biank & Werner-Lin, 2011; Crenshaw, 2007; Oltjenbruns, 2001). The body 
memory of participants seemed consistent with a developmental framework. The 
participant’s age was experienced through and remembered by the body. This felt 
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experience of the self at different developmental stages was described as feeling “foreign, 
but also so familiar.” This feeling provided participants with a “different perspective,” 
which is consistent with the idea that death can be integrated using new or more refined 
developmental capabilities. Specific experiences of body memory, such as the theme of 
“Embodying leads to new understanding,” involved participant’s embodying their 
caregiver and gaining new insight. One participant described the experience as 
“maturing” and eye-opening.  
The connection between age and body memory echoed themes from other 
qualitative studies (Ellis, Dowrick, & Lloyd-Williams, 2013; Schultz, 2007). One theme 
described was that of continuity and discontinuity in the lives of those who had lost a 
parent in adolescence (Ellis, Dowrick, & Lloyd-Williams, 2013). Another study had the 
similar theme of experiencing a split in one’s life, the life before the death and the life 
after (Schultz, 2007). In this study, all participants noticed body-level differences 
connected to their age at the time of the loss and their present age. One participant 
explicitly connected these bodily differences with the loss.  
One theme from the study, “The felt sense of memories oscillates wildly between 
opposing states,” was consistent with parts of dual process model (DPM). According to 
the DPM, individuals shift between loss-oriented and restoration-oriented coping 
(Stroebe & Schut, 2010). The body memory included feelings of oscillating between two 
opposing states. While these states varied for each individual participant, the general 
theory of the framework seemed consistent with the participants’ experiences.  
The theme “The emotional charge of body memories moves toward resilience,” 
was consistent with meaning reconstruction theory, which focuses on making meaning of 
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bereavement in order to adapt to the loss (Neimeyer, 2001). The participants’ described 
using body memories as a resource, as well as an urge to shift the emotional charge of the 
memories to positive. One participant described how memories that used to feel like “this 
darkness that hovers over me,” now felt like “a light.”  
The resiliency of body memories was also consistent with studies of 
autobiographical memories by Maccallum and Bryant (2008, 2010). The authors found 
that for people who did not have complicated grief, 77% presented narratives that had 
redemptive qualities. While this study on body memory did not quantify the presentation 
of redemptive narratives, the essence of the experience of body memory included positive 
body feelings like laughter and comfort, and a shift to make the sorrowful memories into 
a resource. 
The frequency of body memories for the participants was not consistent with 
another study that correlated the centrality of memories with complicated grief. Body 
memories were found to be frequently experienced, yet the participants in the study had 
healthy adaptations to grief. Of course, my study was not specifically organized around 
the concept of memory centrality and was focused on body memory, so this inconsistency 
may not be valid. This could, however, be an area to explore.  
The sense of reliving was important to body memory, and one theme was that 
“body memory includes a sense of reliving the experience.” Similarly, the theme 
“embodying leads to understanding,” describes the importance of the meaning derived 
from consciously assuming another’s position.  
The participants’ experience of body memory indicates the importance of the 
body in the grief experience outside of somatization, stress response, and externalizing 
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behaviors. Studies have found somatic problems such as headaches, stomach aches, and 
trouble sleeping in children’s grief reactions (Gils, Janssens, & Rosmalen, 2014; 
Murberg, 2012; Silverman & Worden, 1992). The participants in my study experienced 
different sensations in the body. They felt sensations in specific body parts, they felt 
sensations of falling, and they felt the holding and releasing of tension. The breadth of 
body experiences described indicates that acknowledging the body is important, even 
when the individual is coping well in their environment. The sensations described also 
indicate that the felt sense of different emotions is not pathological, which is consistent 
with Gudmundsdottir’s (2009) study of the body’s responses to the death of a child.  
The participants’ experiences of body memory were consistent with the body’s 
involvement in emotion. Participants’ “sadness, pain and anger were experienced as 
tension, and freedom was associated with the release of tension.” Emotions in body 
memory were felt differently for each participant. This is consistent with how the mind 
and body processes emotions from sensory information (Homann, 2010). Homann 
explains this process is often implicit, and the body’s involvement can be outside of an 
individual’s consciousness. In this study, participant’s implicit bodily experiences were 
consciously felt.  
This interplay between implicit and explicit memory within the participant’s body 
memory is somewhat inconsistent with the theory of body memory. Body memory is 
described as an implicit or unconscious process (Fuchs, 2012). Participants in this study, 
however, seemed to use both implicit and explicit processes. For example, in the theme 
“embodying leads to understanding,” participant’s consciously embodied another person.   
 
111 
 
5.1.1. Results and Types of Body Memory 
While this study focused on body memory related to loss, the findings align with 
aspects of the construct of body memory. While this study arguably supports all types of 
body memory, the following types will be discussed in relation to the results: the 
instrumental use of body feedback, situation body memory, incorporative body memory, 
pain, and traumatic body memory. Koch’s (2012) study on body memory proposed a new 
category, the instrumental use of body feedback, or using the body to activate resiliency. 
This category was supported by a theme found in this study, “The emotional charge of 
body memories moves toward resilience.” One participant described drawing on body 
memory in certain situations. Another participant described how body memories were a 
source of motivation.  
Situational body memory involves the atmospheric and spatial aspects of body 
memory. Koch (2012) found that this type of body memory was apparent in all body 
memories. The findings of my study support the prevalence of this type of body memory. 
The atmosphere was often described within the experience of body memory. One 
participant described being transported into a body memory due to the feelings and 
sensations surrounding her at a certain moment. Similarly, incorporative body memory, 
or a relational aspect of body-knowing, is influenced by culture and family. The theme, 
“embodying leads to understanding,” directly involved the interaction with another. 
Many body memories in this study included this category. Participants’ relations with 
others and a bodily-felt knowing of another person was often described.  
Pain body memory is remembered in the body and was outwardly named by one 
participant. The other participants described painful experiences, including bodily tension 
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and being isolated. Traumatic body memory, which is consciously avoided, may also 
have been present in this study. In the theme, “body memories are immediate and 
frequent,” traumatic body memory may have been present for some participants. 
Participants’ described how memories surface unexpectedly. For one participant, this was 
described as being sometimes painful. Two participants also described avoiding or 
ignoring body memories, which may be a protective response to pain body memory.  
5.2. Implications for Dance/Movement Therapy 
 This study included a movement elicitation process, which is a movement activity 
designed to bring forth the construct being studied. The study participants all responded 
positively to the use of the movement elicitation. One participant “thought it was great,” 
and stated that “there’s always a deeper sensation when you’re doing stuff with the 
body.” Another participant said that “because of the movement, I was more involved in 
the thought.” The last participant said that the movement elicitation “gave me a better 
understanding.”  
 All three participants noted that the movement elicitation had a narrative element. 
“It just made it a story, sort of,” one participant noted, and another said, “You’re 
finishing the story” through the movement elicitation process. The participants’ reactions 
to this element imply that the use of storying their experiences through the body could be 
done within clinical work. This notion is also consistent with using meaning 
reconstruction in grief work.  
 Promoting body awareness is another implication for DMT work. The verbal 
interview relied on the participants’ descriptions of body sensations. Putting body 
sensations into words was odd and somewhat difficult for participants. One participant 
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“didn’t know” what the researcher was asking about when the term “physical sensations” 
was used. Another participant noted that he had not noticed body memory in his daily 
life, but concluded that “Maybe now I’ll notice more.” Increasing body awareness was 
noted as being beneficial to understanding the grief experience in the study by Bugge et 
al. (2012). This implication is also consistent with Hindi’s (2012) explanation of how 
bringing the process of interoception in the consciousness can assist in emotional 
regulation and increased self-awareness. One participant felt that being aware of the 
body’s involvement in memories provided him with “more control” over his experience. 
Some grief literature has found the grieving individual’s perceived control over their 
experience to be important (McFerran and Hunt, 2008; Worden and Silverman, 1996). 
Increasing body awareness is one way for DMT to help clients gain control over 
experiences. 
5.3. Limitations of the Study 
 This study has many limitations. First, the study had three participants, which is a 
very small number. Phenomenological research does not typically have large sample 
sizes; ten participants is often found in published studies. A slightly larger sample size in 
this study would have provided more variation of experiences, which would lead to a 
deeper understanding of the essence.  
This study was also limited by the cultural bias of the researcher. Not only is the 
researcher white, but she also read literature that is predominantly about white, Western 
culture. Of course, the cultural bias present in the researcher is outside of the researcher’s 
control, yet it still impacts the research. While the researcher engaged in the Epoche 
process to set aside these pre-conceived notions, the researcher acknowledges that biases 
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are in some ways unconscious. The researcher also attempted to stay close to the 
participants’ experiences by returning to the verbal transcripts when doing data analysis, 
conducting member checks, and utilizing the participants’ movements in the imaginative 
variation step of data analysis.  
Difficulties in recruitment may have limited this study. Participation was 
voluntary, and individuals self-selected from flyers posted on campus or from an email 
announcement sent to faculty and staff. Participants were all adolescents when they 
experienced the death of the caregiver, even though the study recruited for those for 
whom the death was experienced at a younger age. The actual experience of losing a 
parent or caregiver in childhood was not captured by this study.  
Another possible limitation of this study is the language used for recruitment. The 
study required the experience of the death of a parent or caregiver, but did have more 
specific guidance for the relationship between the caregiver and child. Different essences 
may result depending on the attachment relationship between caregiver and child. 
The study may have been limited by the amount of time that the interview and 
movement elicitation required. Data gathering took place over one session with each 
participant. The sessions lasted two hours for two of the participants, and one and a half 
hours for the other. These interviews may have been too long for the participants and this 
may have affected the quality of their answers to questions. 
Another limitation is that the researcher is a student and it was her first time 
conducting interviews of this nature. The researcher engaged in an Epoche process to 
bracket her personal experiences, however, as a novice interviewer, she did notice that 
asking open-ended questions became easier as more interviews took place. A more 
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experienced interview may have captured more of the participants’ experiences through 
the more consistent use of open-ended questions.  
A final limitation of the study is the difficulty of discussing body sensations. The 
study topic was about bodily-felt sensations and describing these was difficult for some 
participants. Additionally, individuals’ different hobbies or training may alter the 
language they use in discussing their body-felt experience. This difference may have 
altered the researcher’s interpretation of the essence of the experience.  
5.4. Implications for Future Research 
 This study described the experience of body memory in those who experienced 
the death of a parent or caregiver in childhood or adolescence. The study provided a 
snapshot of how body memory was experienced at one point in time. There are several 
ways that the experience of body memory in grief could be explored.  
 The experience of age in one’s body was found in body memories. This 
experience would be interesting to explore in individuals who experienced bereavement 
in childhood. The experience may be very different due to the theorized greater reliance 
on implicit experiences during childhood. Additionally, the effect of parental 
bereavement on one’s perceived age could be explored through body memory. This could 
mirror the study by Schafer (2009), which found that those who were maternally 
bereaved in childhood perceived themselves to be 3.15 years older than those who did not 
experience bereavement. Since little research has taken place regarding body memory in 
general, the experience of age within body memory could be explored outside of the 
experience of grief.  
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  Body awareness in grief would be another avenue to research. The awareness of 
the body and the understanding of body memories would be interesting to view over 
time. My study implies that a deeper body awareness could lead to a deeper awareness of 
body memories. 
 The use of the body in creating narratives in grief intervention could be 
researched. This study received positive feedback regarding the elements related to 
creating a story from experience. This allowed for more control over the experience for 
one participant, and the use of narratives in coping with grief has been mentioned in 
research from different disciplines (Gudmundsdottir, 2009; Maccallum & Bryant, 2008; 
Maccallum & Bryant, 2010; Neimeyer, Baldwin, & Gillies, 2006; Philpott, 2013). 
 Different methods could be used to do the purposed studies. This researcher found 
removing the details from the participants’ transcript to be somewhat frustrating, even 
though it is necessary in phenomenology. A different methodology, such as artistic 
inquiry, could allow for a richer description of the body in the grief experience. This 
approach would also encourage a creative approach, which is largely absent from the 
grief literature. Phenomenology could again be used in a study, hopefully with more 
participants and perhaps focusing on childhood bereavement, an experience that this 
study was unable to capture. Another possibility would be to use a case study design to 
investigate the use of dance/movement therapy in bereavement counseling.  
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6. SUMMARY AND CONCLUSION 
 The aim of this study was to understand and describe the experience and essence 
of body memory in those who experienced grief related to parental or caregiver loss in 
childhood or adolescence. Using a phenomenological research design, three participants 
completed a movement elicitation and verbal interview with the researcher. The verbal 
data was used to derive the essence of the experience of body memory that relates to 
experiencing the death of a parent or caregiver in adolescence. 
 Nine themes emerged regarding the participants’ experience of body memory: 
body memories are foreign but familiar, body memory includes a sense of reliving the 
experience; age is remembered through body memory; body memories are immediate 
and frequent; a sense of falling is an important aspect of body memory; the emotional 
charge of body memories moves toward resilience; the felt sense of memories oscillates 
wildly between opposing states; embodying leads to understanding; sadness, pain and 
anger were experienced as tension, and freedom was associated with the release of 
tension. These themes were structured by the individual’s former self, the relationship 
with the deceased and others, a sense of time, and consciousness. 
The findings of this study revealed the importance of body memory related to 
early loss. The researcher hopes that these findings can be used to inform others of the 
body’s role in grieving and promote a holistic, rather than a symptom-based approach to 
understanding bodily experiences.  
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Appendix A: Recruitment Flyer 
 
 
 
 
Seeking volunteers 
for a research study entitled: 
Body Memory in Those who Experienced Loss in Childhood and 
Adolescence: Implications for Dance/Movement Therapy 
How do those who lost a parent or caregiver in childhood or adolescence 
describe their experience of body memory? 
 
 This study will take about 2.5 hours of your time 
 You will participate in a dance/movement therapy activity and 
verbal interview 
 Your identity will be kept confidential 
Eligible participants: 
 Are at least 19 years of age. 
 Are a student, faculty member, or professional staff of Drexel 
University, but are not in the Creative Arts Therapies department.  
 Experienced the death of a parent or caregiver when you were 
between the ages of five and twenty-four, but the death was not 
due to homicide or suicide.  
 Are fluent in speaking and reading English.  
 Feel comfortable sharing about the loss and about participating in 
an expressive movement activity. 
 Are not currently diagnosed with a psychiatric disorder.  
 Are not pregnant.  
If you are interested in participating, please contact: 
bodymemorystudy@drexel.edu 
This research is conducted by a student member of Drexel University. 
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Appendix B: Electronic Flyer 
 
 
 
 
Seeking volunteers for a research study 
 
A research study entitled, “Body Memory in Those who Experienced Loss in Childhood 
and Adolescence: Implications for Dance/Movement Therapy” is recruiting participants. 
The study aims to describe the essence of the lived experience of body memory in those 
who were bereaved in childhood or adolescence. 
 
The study consists of individual interviews. You will participate in an individual 
dance/movement therapy activity and verbal interview. This study will take about 2.5 
hours of your time, and your identity will be kept confidential. 
 
Eligible participants: 
 Are at least 19 years of age. 
 Are students, faculty, or professional staff of Drexel University, but are not in 
the Creative Arts Therapies department.  
 Experienced the death of a parent or caregiver when you were between the 
ages of five and twenty-four, but the death was not due to homicide or suicide.  
 Are fluent in speaking and reading English.  
 Feel comfortable sharing about the loss and about participating in an 
expressive movement activity. 
 Are not currently diagnosed with a psychiatric disorder.  
 Are not pregnant.  
 
If you are interested in participating, please contact: bodymemorystudy@drexel.edu 
 
This research is conducted by a student member of Drexel University as part of a 
master’s thesis. 
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Appendix C: Phone Script for Telephonic Screening Interview 
 
 
 
 
Date and time of interview: 
Participant’s name: 
Phone number: 
The following script will be used for the initial phone conversation with study volunteers: 
Thank you for your interest in this study. The purpose of this study is to describe the 
essence of the lived experience of body memory in those who were bereaved in 
childhood or adolescence.  
I’m going to read a list of criteria that need to be true in order for you to participate. 
 You are at least 19 years of age. 
 You are a student, faculty member, or professional staff of Drexel 
University.  
 You experienced the death of a parent or caregiver between the ages of 
five and twenty-four.  
 You are fluent in speaking and reading English.  
 You feel comfortable sharing about the loss and about participating in an 
expressive movement activity. 
Can you confirm that all of these items are true for you?   Yes/No 
If “no”, the following will be stated: You are not eligible to participant in this study. 
Thank you again for your interest. 
If yes, the screening will proceed as follows:  
Now, I’m going to read a list of criteria that cannot be true in order for you to participant. 
. In other words, these would disqualify you from participation in the study.  
 The death of the parent was due to homicide or suicide. 
 You are currently diagnosed with a psychiatric disorder.  
 You are a faculty member, professional staff, or a student in the Drexel 
University Department of Creative Arts Therapies.   
 You are pregnant.  
Can you confirm that none of these items are true for you?   Yes/No 
If “no”, the following will be stated: You are not eligible to participant in this study. 
Thank you again for your interest. 
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If “Yes”, the following will be stated: You are eligible to participate in this study. The 
next step is to schedule an individual meeting with you on Drexel University’s Center 
City Campus. Would you like to schedule this meeting now, or would you prefer for me 
to contract you via email? The student researcher will proceed as indicated by the 
participant.  
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Appendix D: Interview Guide 
 
 
 
 
Pre-Movement Elicitation (all of these questions will be asked of each participant) 
 What is your current age? 
 What is you role at Drexel University? 
 How do you identify your gender? 
 At what age were you when your caregiver passed away? How long has it been?  
 Do you remember the loss? 
 Who was the caregiver that passed away? 
 Do you have any questions for me? 
Post-Movement Elicitation (Main questions and probes or subquestions) 
 What was your first reaction to the movement activity you did? Your next thoughts?  
 What was it like to create different movements for the memories? 
 Do you remember the part of the movement session when you walked around the room as 
you were at age ___?  
o Can you describe what that experience was like in your body?  
o Can you describe the body sensations that you experienced?  
o Can you tell me what body postures you associate with that age? Did you 
experience those today? 
 Do you remember the first movement sequence you created about your caregiver?  
o What feelings or sensations arose when you remembered your caregiver?  
o How do you feel about these sensations? Where are they located in your body?  
o Can you describe times you have felt these sensations before in connection with 
you caregiver? 
 In the second movement sequence, I asked you to create movement about the experience 
of losing your caregiver. What was that like?  
o Can you describe any body parts that drew your attention when moving?  
o What sensations stood out to you?  
o How did you feel about remembering the loss? 
 I then invited you to connect your two movement sequences.  
o What happened in your body when you did the final sequence?  
o Can you tell me about any certain body sensations, postures, images, or smells 
that you experienced?  
o What moments were meaningful for you in your movement sequence?  
 How do memories about your caregiver surface on everyday life?  
o How do you feel these memories in your body?  
o Can you describe whether or not these feelings happen today?  
o Can you describe any meaningful body experiences that happened today?  
 Is there anything else you would like to share with me? 
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Dance/movement warm-up: 10 minutes 
 The researcher will begin with a structured movement warm-up. The researcher will offer 
a selection of music so that the participant can select his or her preferred style. Beginning with the 
head, the warm-up will move successively through the body to the feet. Movements will include 
stretching, shaking, twisting, and shifting. Touching, tapping, and massaging body parts may also 
be included. The researcher will let the participant know that he or she can do as much or as little 
movement as he or she likes; the warm-up will be suited to his or her comfort level.  
The participant will then be asked to walk around the space as a way to engage in full 
body movement.  
Dance/movement process exploring the loss: 15-30 minutes 
As the participant continues walking, the researcher will invite him or her to walk in 
different ways. For example, the participant may be asked to walk as if he or she were in a rush, 
to take larger strides, or to exaggerate his or her arm movement. The researcher will then ask the 
participant to think of what he or she was like at the age they were when the caregiver died. He or 
she will be invited to walk the way they did at that age. The walking portion of the warm-up will 
take approximately two to three minutes.  
The researcher will invite the participant to sit down and give him or her a notecard and a 
writing utensil. The researcher will ask the participant to remember their caregiver near the time 
he or she passed away. The participant will be asked to write down one to five words about the 
memory or memories that surfaced. When the participant is finished writing, the researcher will 
invite him or her to create a movement sequence about the words that were chosen. The 
participant can repeat and change the phrase for as long as he or she likes. When the participant 
has finished the final phrase, he or she will be asked to repeat it, paying attention to how it feels 
in their body.  
 Next, the researcher will hand out a second notecard and ask the participant to remember 
losing their caregiver. Again, they will be asked to write down one to five words about the 
memories and to create a movement sequence about the chosen words. When the participant has 
finalized the sequence, he or she will be asked to repeat the phrase and pay special attention to his 
or her body sensations.  
The researcher will then invite the participant to connect the two movement phrases in 
any way they like. The researcher will let him or her know that anything can be changed, added, 
or rearranged. Once finalized, the participant will be asked to repeat and note how it feels in his 
or her body. 
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Permission to Take Part in a Human Research Study  Page 1 of 4 
Drexel University 
Consent to Take Part In a Research Study 
1. Title of research study: Body Memory in Those who Experienced Loss in Childhood and 
Adolescence: Implications for Dance/Movement Therapy 
2. Researcher: Sharon G. Goodill and Sara A. Simpkins  
3. Why you are being invited to take part in a research study 
You are being invited to take part in this research study because you have expressed interest in 
sharing your experience of body memory in relation to having a parent or caregiver die when you 
were between the ages of five and twenty-four. Two or more years need to have passed since this 
death, and you need to be at least 19 years of age currently. You need to be a student, faculty, or 
staff member at Drexel University. You also need to be comfortable sharing you experience both 
verbally and through movement.   
4. What you should know about a research study 
 Someone will explain this research study to you. 
 Whether or not you take part is up to you. 
 You can choose not to take part. 
 You can agree to take part now and change your mind later. 
 If you decide to not be a part of this research no one will hold it against you. 
 Feel free to ask all the questions you want before you decide. 
5. Who can you talk to about this research study? 
If you have questions, concerns, or complaints, or think the research has hurt you, talk to the 
research team at bodymemorystudy@drexel.edu. 
This research has been reviewed and approved by an Institutional Review Board (IRB). An IRB 
reviews research projects so that steps are taken to protect the rights and welfare of humans 
subjects taking part in the research.  You may talk to them at (215) 762-3944 or email 
HRPP@drexel.edu for any of the following: 
 Your questions, concerns, or complaints are not being answered by the research team. 
 You cannot reach the research team. 
 You want to talk to someone besides the research team. 
 You have questions about your rights as a research subject. 
 You want to get information or provide input about this research. 
ICF version: SBE Subject Initials: ____________ Revision Date: 04-03-2015 
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6. Why is this research being done? 
The purpose of this study is to describe the essence of the lived experience of body memory in 
those who were bereaved in childhood or adolescence. While studies have focused on grief 
symptoms and grief memories, few have sought to understand the role of body memory, or how 
the body remembers and re-experiences the past in the present moment.  
7. How long will the research last? 
We expect that you will be in this research study until your individual interview is scheduled, 
which will last 2.5 hours. 
8. How many people will be studied? 
We expect about 10 people will be in this research study.   
9. What happens if I say yes, I want to be in this research? 
 The student researcher will schedule an interview with you that will last up to 70 minutes. 
 The interview will take place in the dance/movement therapy research studio on the 
second floor in the Three Parkway Building at 1601 Cherry Street in Philadelphia. 
 The interview will begin with a review of the participant’s background information. Next, 
the participant will follow a movement warm-up led by the student researcher. The 
participant will then be led in an activity that involves remembering about the deceased 
parent or caregiver and creating a movement, such as a gesture or posture, to express the 
memories. The final portion of the meeting will be a verbal interview of the movement 
experience. 
 The verbal portion of the interview will be recorded on an encrypted audio device.  
 A week or two after the interview, you will be asked to review preliminary findings by 
the student researcher. I understand the student researcher will contact me for this review.    
10. What are my responsibilities if I take part in this research? 
If you take part in this research, it is very important that you:  
 Follow the investigator’s or researcher’s instructions. 
 Tell the investigator or researcher right away if you have a complication or injury, or if 
you wish to discontinue your participation. 
11. What happens if I do not want to be in this research? 
You may decide not to take part in the research as you wish. 
12. What happens if I say yes, but I change my mind later? 
If you agree to take part in the research now, you can stop at any time, for any reason, and your 
decision will be respected.  
ICF version: SBE Subject Initials: ____________ Revision Date: 04-03-2015 
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13. Is there any way being in this study could be bad for me? 
 This study involves remembering and describing the experience of having a caregiver die 
during one’s childhood or adolescence. By remembering this event in depth, there is a 
possibility of emotional and psychological risk, and you may re-experience acute grief 
symptoms.  
 You may feel slightly uncomfortable sharing your personal experience with a student 
researcher. 
 Since the verbal interview will be audio recorded, there is a very slight risk that my 
identity could become known. 
14. Do I have to pay for anything while I am on this study? 
There is no cost to you for participating in this study.  
15. Will being in this study help me in any way? 
We cannot promise any benefits to you or others from your taking part in this research.  
16. What happens to the information we collect? 
Efforts will be made to limit access to your personal information including research study 
records, treatment or therapy records to people who have a need to review this information. We 
cannot promise complete secrecy. Organizations that may inspect and copy your information 
include the IRB and other representatives of this organization. 
We may publish the results of this research. However, we will keep your name and other 
identifying information confidential. 
17. Can I be removed from the research without my OK?  
The person in charge of the research study or the sponsor can remove you from the research study 
without your approval. Possible reasons for removal include if it appears that you are 
experiencing emotional or psychological distress and if in the judgment of the researcher, it is in 
your best interest not to continue with the study activities. If this happens, the researcher will 
pause the interview and invite you to consider whether continued participation is advised. If we 
agree that it is better to end participation then we will stop at that time. If you wish to continue 
but the researcher’s judgement is that continued participation is ill-advised considering your well-
being, the researcher will make the decision to end participation at that point in time. 
In either type of termination, the participant will be informed of supportive counseling services 
available through Drexel University and given contact information for accessing those services. 
18. What else do I need to know? 
This research study is being done by Drexel University.  If you participate in this research study, 
we will give you a $10 gift card to Starbucks or Jazzman’s Café for your time and effort, at the 
end of the interview.  
ICF version: SBE Subject Initials: ____________ Revision Date: 04-03-2015 
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Your signature documents your permission to take part in this research. 
DO NOT SIGN THIS FORM AFTER THIS DATE   
   
Signature of subject  Date 
 
 
Printed name of subject 
   
Signature of person obtaining consent  Date 
   
Printed name of person obtaining consent  Form Date 
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